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ABSTRACT 
ATHLETIC TRAINING PROFESSIONAL PREPARATION: 
A STUDY OF THE EMPLOYED GRADUATES PERSPECTIVE OF 
THE CLINICAL EDUCATION EXPERIENCE 
SEPTEMBER 2004 
KATHLEEN K. CULPO, B.S., STATE UNIVERSITY OF NEW YORK CORTLAND 
M.ED., UNIVERSITY OF VIRGINIA 
ED.D., UNIVERSITY OF MASSACHUSETTS AMHERST 
Directed by: David Schuman 
Professional preparation involves the dissemination of technical knowledge 
(knowledge and skill necessary to practice profession) as well as fundamental knowledge 
(professional values, personal attributes, and behaviors expected of professionals). 
Athletic training education is in the process of extensive entry-level education reform, 
and while there has been significant emphasis on the technical knowledge expectations of 
program graduates, there has not been an emphasis on fundamental knowledge 
expectations. In the midst of entry-level education reform, including the restructuring of 
the clinical education experience, a close examination of the student’s perspective of the 
old clinical education experience is warranted. With the restructuring of the clinical 
education requirement, entry-level athletic training education could be losing, or 
significantly decreasing, a unique aspect of its education process that may have provided 
a vital pathway for the dissemination of fundamental knowledge to its future 
professionals. This study used in-depth interviewing and qualitative analysis to 
vi 
determine what recent program graduates learned in fundamental knowledge, and what 
types of learning experiences elicited such learning. Six employed recent program 
graduates participated in two ninety-minute interviews. All interviews were tape- 
recorded, transcribed, and analyzed. Fundamental knowledge learned included: an 
understanding of professional roles and responsibilities; a sense of collegiality; a 
professional identity; socialization into the profession; self-confidence and independence; 
empathy and compassion; reliability and responsibility; the ability to develop 
relationships with a variety of personnel; decision-making skills and quick thinking 
skills; and being part of a team. Learning experiences that elicited these types of learning 
included: mentoring relationships with supervising ATC’s; having a variety of clinical 
experiences; independent learning experiences; increased clinical expectations and 
responsibilities; and clinical experiences involving the day-to-day care of student- 
athletes. The participants of this study struggled with fundamental knowledge issues as 
they entered the workplace, yet felt comfortable with technical knowledge skills. The 
findings of this study serve to enlighten athletic training educators to, (1) the need of 
professional preparation involving technical as well as fundamental knowledge, and (2) 
the importance of the clinical education experience in delivering such knowledge. 
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INTRODUCTION 
Education has for its object the formation of character. 
-Herbert Spencer 
As any physician will recognize, learning to heal is a lifelong process that only 
begins with what one learns in medical school. .. .It is during the four years of 
formal medical study that students are prepared to be lifelong learners. Basic 
principles and skills are taught; methods and approaches for acquiring and 
assessing information are imparted; a common framework of knowledge is 
transmitted... This period of “undergraduate” medical education involves the 
formation of a new intellectual orientation and the complete transformation of a 
student’s character, personality, and outlook. Understanding this experience is 
central to understanding every other aspect of learning medicine. (Ludmerer, 
1985, p. ix) 
Transforming Ludmerer’s description of his interest in medical education to my 
interest in athletic training education would read as follows - ‘This period of entry-level 
athletic training education involves the formation of a new intellectual orientation and the 
molding of a student’s character, personality, and outlook. Understanding this experience 
is central to understanding every other aspect of learning athletic training.’ While the 
topic may be the work of a lifetime, this dissertation is an important first step. 
When reading Ludmerer’s description of medical education involving “the 
complete transformation of a student’s character, personality, and outlook,” it 
immediately caught my attention because it brought back memories of a previous 
encounter I had. Early in my career as an athletic training educator I had an experience 
where the character of a student athletic trainer was seriously questioned. The student’s 
character was such an issue in the physical education and athletic department that the 
chair of the education department asked me, as the athletic training education program 
director, “How could a student of such unfavorable character ever have been accepted 
into the program, especially due to the nature of an athletic trainer’s duties?” My answer 
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was that I inherited this student when I took over the program. The chair was quick to 
then ask, “How are you going to ensure that such unfavorable students would not be 
accepted again?” To that question I had no answer. This encounter began my thinking 
about how entry-level athletic trainers are prepared as professionals entering the 
workplace. When I read Ludmerer’s words, I was immediately struck by their meaning. 
The expectation that professional preparation involves more than just teaching skills and 
knowledge, it involves developing the person as well, their “character, personality, and 
outlook.” 
While finalizing my thoughts for a dissertation topic I had another interesting 
encounter that solidified my area of interest. It was a lengthy conversation with a long¬ 
time division one men’s basketball coach. While at a social gathering, once he realized 
that I was a certified athletic trainer, his comment was, “I have never worked with an 
ATC that I liked.” I, of course, had to explore this comment further, which resulted in an 
hour-long conversation about all the athletic trainers he had worked with in his fifteen 
years of coaching. Interestingly, all of the coach’s issues centered around the athletic 
trainers “character, personality, and outlook,” including: a lack of interpersonal and 
communication skills with team members and staff; complaining about their workloads, 
the profession, and time-off; a poor attitude toward work; a lack of commitment to the 
program; and unprofessional behavior. Never mentioned in the entire conversation were 
the technical skill and abilities of any of the athletic trainers he worked with. This 
coach’s complaints centered around professional issues - professionalism, 
communication, attitude, and interpersonal skills. 
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It was a combination of these encounters and my experiences as an athletic trainer 
and an athletic training educator that led me to a dissertation topic of what students gain 
in technical knowledge as well as fundamental knowledge in entry-level athletic training 
professional preparation. Professional preparation involves the dissemination of two 
types of knowledge - technical knowledge as well as what I will refer to as fundamental 
knowledge. The dissemination of technical knowledge involves the transmission of the 
required knowledge and skill necessary to practice the profession. The dissemination of 
fundamental knowledge involves the transmission of desirable professional values, 
personal attributes, and behaviors of future practicing professionals. 
This dissertation is an exploration of the employed recent graduates’ perspective 
of their professional preparation, particularly their clinical education experience. 
Specifically, this dissertation will explore what students learn in fundamental knowledge 
- professional values, personal attributes, and behaviors - during their clinical education 
experience, and how they learn it. In the midst of significant athletic training education 
reform, including the restructuring of clinical education, a close examination of the 
student’s perspective of this experience is warranted. While subjective in nature, recent 
graduates’ accounts will provide a unique resource for understanding the clinical 
education experience from the viewpoint of those who have recently experienced it. 
Athletic Training Education 
Prior to discussing the educational process of entry-level athletic trainers, one 
must first understand what a certified athletic trainer is, and the expectations of them 
professionally. The following is such an explanation. 
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An athletic trainer is a qualified health care professional educated and 
experienced in the management of health care problems associated with physical 
activity. In cooperation with physicians and other health care personnel, the 
athletic trainer functions as an integral member of the health care team in 
secondary schools, colleges and universities, professional sports programs, sports 
medicine clinics, and other health care settings. The athletic trainer functions in 
cooperation with medical personnel, athletic personnel, individuals involved in 
physical activity, parents, and guardians in the development and coordination of 
efficient and responsive athletic health care delivery systems. 
The athletic trainer’s professional preparation is directed toward the 
development of specified competencies in the following domains: risk 
management and injury prevention, pathology of injuries and illnesses, 
assessment and evaluation, acute care of injury and illness, pharmacology, 
therapeutic modalities, therapeutic exercise, general medical conditions and 
disabilities, nutritional aspects of injury and illness, psychosocial intervention and 
referral, health care administration, professional development and responsibilities. 
Through a combination of formal classroom instruction and clinical experience, 
the athletic trainer is prepared to apply a wide variety of specific health care skills 
and knowledge within each of the domains. (CAAHEP Standards and Guidelines 
for an Accredited Educational Program for the Athletic Trainer, 2001, p. 1-2) 
The certified athletic trainer is concerned with the well being of the athlete and 
generally assumes the responsibility for overseeing the total health care of the student- 
athlete. There is an expectation that athletic trainers be knowledgeable in “a wide variety 
of specific healthcare skills and knowledge” (CAAHEP Standards and Guidelines for an 
Accredited Educational Program for the Athletic Trainer, 2001, p. 1). Successful 
professional preparation involves the mastery of a large body of technical knowledge and 
skills in entiy-level professionals. Because athletic trainers oversee the total health care 
of the athlete, they interact and cooperate with “medical personnel, athletic personnel, 
individuals involved in physical activity, parents, and guardians” (CAAHEP Standards 
and Guidelines for an Accredited Educational Program for the Athletic Trainer, 2001, p. 
1). Being successful in this aspect of professional practice relies on the development of 
fundamental knowledge in entry-level professionals. It is this component of entry-level 
athletic training professional preparation that will be examined in this study. 
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Technical Knowledge vs. Fundamental Knowledge 
Athletic Training professional preparation programs should involve the delivery 
of a body of knowledge and skills (technical knowledge), as well as the development of 
professional and personal attributes and behaviors (fundamental knowledge) that enable 
successful practice within the profession. 
Technical knowledge encompasses the knowledge and skill necessary to 
successfully practice as a certified athletic trainer, i.e. how to tape an ankle, evaluate a 
head and neck injury, maintain proper medical records, perform supply, inventory, and 
budget assessments. Current athletic training education reform efforts have clearly 
defined technical knowledge requirements of entry-level certified athletic trainers within 
the following three documents: CAAHEP’s Standards and Guidelines for an Accredited 
Educational Program for the Athletic Trainer (herein referred to as Standards and 
Guidelines), the NATA’s Athletic Training Educational Competencies for the Health 
Care of the Physically Active (herein referred to as Educational Competencies) and the 
NATABOC’s Role Delineation Study of the NATABOC (herein referred to as Role 
Delineation Study). It is the combination of these three documents that define and set 
forth the technical knowledge curriculum blueprint for entry-level athletic training 
education programs. 
Conceptually, for the purposes of this study, fundamental knowledge 
encompasses professional values, personal attributes and attitudes, and particular 
behaviors necessary and desirable to successfully practice as a certified athletic trainer. 
While the term “fundamental knowledge” is not used elsewhere in the literature, its 
creation has been derived from existing literature, particularly in medical education. For 
example, Hafferty and Franks (1994), present the process of medical education as a 
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socialization process as well as a transmission of technical information and technical 
skills. 
By definition, socialization is the “processes by which people acquire the values 
and attitudes, the interests, skills, and knowledge - in short, the culture - current 
in the groups of which they are, or seek to become, a member” (Merton, Reader, 
& Kendal, 1957). Sociologically, medical training is the pathway by which lay 
persons are transformed into something other than lay persons - in this case, 
physicians. ...Medical training is not just about the acquisition of new knowledge 
and skills, it is about the acquisition of a physician identity and character. 
(Hafferty & Franks, 1994, p. 865) 
Desirable personal attributes may include humanism, compassion, altruism, empathy, 
honesty, integrity, accountability, trustworthiness, reliability, and responsibility. 
Desirable professional values may include respect, service, excellence, collegiality, 
collaboration, and life-long learning. Desirable behaviors may include appropriate 
communication and interpersonal relations with a variety of personnel, the ability to 
engage in relationships with colleagues and patients, personal and professional ethical 
behavior, organizational abilities, sound judgment, problem solving strategies, 
punctuality, accountability, responsibility, reliability, and honesty. Fundamental 
knowledge may also include such things as an awareness of one’s personal and 
professional limits, and an historical perspective of the profession and how it interacts 
with the larger health care community. While this knowledge may not be necessary for 
the day-to-day treatment of patients, as technical knowledge is, it is necessary for the 
successful practice of athletic training as a profession. 
Defining fundamental knowledge is not an easy task since many attributes, values 
and behaviors overlap. As Rowley, Baldwin, Bay & Karpman (2000) explain, 
“trustworthiness presumably is based on the behaviors of honesty, reliability, 
accountability, and responsibility, and these in turn, may be viewed as elements of 
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integrity” and “good relationships with patients and colleagues are based on an attitude of 
respect for others” (p.92). Although fundamental knowledge is hard to define, it needs to 
be addressed in professional preparation programs. 
Unlike technical knowledge in entry-level athletic training education reform, 
fundamental knowledge expectations have not been clearly presented. This may in part 
be due to the fact that the elements of fundamental knowledge are difficult to define, 
teach, and assess. Rowley, Baldwin, Bay & Cannula (2000) offer an interesting 
perspective regarding the teaching of fundamental knowledge in professional preparation 
programs. 
It is not clear whether such values can be taught, and if so, how they should be 
taught. Indeed, the long-held view of many teachers is that values must be 
caught, not taught. Such a formulation requires that there be examples from 
which professionals can learn, or role models after whom aspiring professionals 
can model themselves. It seems evident that such learning or modeling is best 
accomplished in real-life situations, where values, attitudes, and behaviors come 
together in an environment of affective learning. Although many individuals 
think that such learning occurs much earlier, in the family and in school, perhaps, 
for physicians, the final tempering process (professionalization) takes place 
during medical school and residency training. (Rowley, et al., 2000, p.l 10) 
Perhaps for certified athletic trainers the final tempering process has been taking place 
during their 800-hour clinical education experience. Possibly it has been this component 
of athletic training education that has provided the opportunity for students to learn “the 
correct moral attitudes and behaviors by example and daily interaction with role models” 
(Rowley, et al., 2000, p.l 13). 
Statement of the Problem 
As a result of athletic training education reform, an emphasis on technical 
knowledge expectations of entry-level professionals has been clearly articulated and 
implemented into the entry-level education process. The assumption can be made that all 
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graduates of accredited athletic training programs are proficient at entry-level 
competencies, or that they have mastered an entry-level body of technical knowledge and 
skill. Fundamental knowledge in entry-level athletic training professional preparation 
remains unclear. Due to the nature of the athletic trainers roles, the existence of 
fundamental knowledge for successful professional practice is essential. Is it enough that 
students have mastered a body of technical knowledge and skill, or is there more that 
entering professionals should gain from their entry-level education experience to help 
prepare them for professional success? 
By 2004 entry-level athletic training education will have been “reformed.” There 
will exist one educational route to certification and entry into the profession, the 
standardization of technical knowledge expectations will be achieved, clinical experience 
‘hours’ will no longer be required for certification, and more structured formal clinical 
experiences will exist. Theoretically clinical experience hours have historically served as 
an opportunity for the dissemination of fundamental knowledge. Will the new clinical 
education structure fall short of providing the opportunity for the dissemination of 
fundamental knowledge? While it has been necessary for the profession to expand 
technical knowledge requirements, might it be overlooking the importance of 
fundamental knowledge in professional preparation? One cannot help but wonder in the 
midst of reform - are there aspects of the old program that the profession may not want to 
lose? With the new programs focus on the acquisition of technical knowledge and skills, 
is the development of fundamental knowledge going to be lost? 
Now is the time for athletic training educators to begin the exploration of 
fundamental knowledge as a component of athletic training education and to examine 
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what educational experiences lead to the acquisition of fundamental knowledge. As the 
implementation of educational reform continues, insight into what entry-level programs 
are currently developing in fundamental knowledge and how that has been occurring will 
be useful. This may help ensure that something beneficial that has been provided in the 
old program is not lost in the new program. In the midst of athletic training education 
reform, the profession should be pleased with what it has and will achieve. However, it 
should also be wary of what it may be losing. 
A logical place to begin this exploration is with the students themselves. Recent 
entry-level program graduates may provide useful insight into the existing educational 
process. These are the newly prepared individuals entering the current workplace 
environment. Recent graduates are an excellent resource for exploring what kinds of 
fundamental knowledge were or were not gained through their clinical education 
experience. Such information may prove useful to athletic training educators who have 
flexibility and choice in the structuring of students clinical education experiences. 
Purpose of the Study 
The purpose of this study was to gain insight into entry-level athletic training 
education from the perspective of students who have recently graduated from such 
programs. As athletic training education reform continues, athletic training educators, 
clinical instructors, and practitioners need a better understanding of the significance of 
the old 800-hour clinical education experience from the perspective of those who have 
recently experienced it. Recent program graduates were asked to share their experiences 
and stories of their clinical education experience. Because the two sets of knowledge are 
intertwined, this study explores technical and fundamental knowledge learned by 
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program graduates during their 800-hour clinical education experience. While there 
exists much research on technical knowledge in athletic training education, little exists on 
fundamental knowledge. Through the sharing of stories and experiences, students 
provide insight into technical and fundamental knowledge learned during their 800-hour 
experience. 
Ultimately this study sought to gain insight into the following; 1) What is the 
essence or meaning of the old 800-hour clinical education experience? 2) What elements 
of fundamental knowledge did students gain from this experience? and 3) How did 
students learn it? The insight gained from the study of the old clinical education 
experience may then be applied to the implementation of the new clinical education 
experience in regards to the acquisition of fundamental knowledge. 
Chapter Descriptions 
Chapter One provides an historical look at athletic training as a profession and the 
chronological evolution of existing educational requirements. The chapter helps one 
understand and have an appreciation for the efforts of current athletic training education 
reformers by exploring the birth of the profession, the history of educational programs, 
and the details of the current educational reform initiatives. 
The profession of athletic training is recognized by the American Medical 
Association (AMA) as an allied health care profession. Because of this, an examination 
of related health care literature provides useful insight into the experiences of other health 
care educators. Medical education literature is rich with calls for education reform, 
typically in the area of technical knowledge. Recently, however, these calls for reform 
have involved fundamental knowledge as well. Chapter Two explores related medical 
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education literature, particularly that which pertains to fundamental knowledge 
expectations of graduating professionals. The chapter also presents how fundamental 
knowledge expectations of graduates are being integrated into the clinical education 
experience in medical education. 
Chapter Three describes the methodological perspective used to conduct this 
study, as well as participant selection, conduct of interviews, analysis and interpretation 
of data, and issues and concerns that presented during the research process. The chapter 
reviews entry-level athletic training education literature as well. Athletic training 
literature encompasses the profession of athletic training, the practice of athletic training, 
and the professional preparation of athletic trainers. Professional preparation literature 
addresses continuing, graduate, and entry-level education. It is this body of literature, 
entry-level professional preparation, that is reviewed in this study. 
Chapters Four and Five introduce the participants of the study. Chapter Four 
introduces the participants of the study by sharing the details and stories of their clinical 
education experience. The chapter presents each participant’s decision to pursue athletic 
training and attend their respective college, details each participant’s clinical education 
experience, and shares their thoughts and reflections about that experience. Also 
presented are participant’s thoughts of what they learned in the clinical experience that 
they could not have learned in the classroom. Chapter Five continues to present the 
participants of the study by reporting their professional activities since graduation and 
what their future career plans are. The chapter presents the stories told by participants of 
their current workplace experiences, their reflections on the meaning of the clinical 
education experience, and their views of their preparedness for work. 
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Chapter Six presents and discusses the findings of the study. The fundamental 
knowledge learned during the educational experiences and the experiences that elicited 
such learning to occur are discussed. Fundamental knowledge findings are categorized as 
professional values, personal attributes and attitudes, and behaviors. 
Chapter Seven reviews the findings presented in Chapter Six, discusses the 
implications of the research on current athletic training education reform efforts, and 
suggests areas for future research. Findings are explored through existing literature as 
appropriate. Finally, just as the participants in this study were asked to reflect on the 
meaning of an experience, at the conclusion of a research project the researcher must 
reflect on the whole of the research experience. This chapter includes such a reflection. 
Definitions 
• American Board of Internal Medicine’s (ABIM) Project Professionalism 
Project Professionalism is dedicated to promoting integrity within the specialty of 
internal medicine and the educational environment and among all internists and 
subspecialists. Its principles are committed to the enhancement of professionalism by the 
medical profession as a whole. 
• AAMC - Association of American Medical Colleges 
• AMA - American Medical Association 
• ATC - Certified Athletic Trainer 
The ATC is a highly educated and skilled professional specializing in athletic healthcare. 
• CAAHEP - Commission on Accreditation of Allied Health Education 
Programs 
CAAHEP remains the largest specialized accreditation system in the country accrediting 
allied health educational programs in 18 disciplines, and is recognized by the Council for 
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Higher Education Accreditation. The mission of CAAHEP is to provide public 
recognition for quality allied health education programs in the CAAHEP system. Their 
goal is to promote and support the education of competent and caring allied health 
professionals and the continued quality improvement of allied health education programs. 
• CAAHEP Standards and Guidelines, 2001 
This document provides the minimum standards of quality, or requirements, used to 
accredit programs that prepare individuals to enter athletic training. It is used for the 
development, evaluation, and self-analysis of entry-level athletic training education 
programs. 
• EFPO - Educating Future Physicians Project 
• Fundamental Knowledge 
Professional values, personal attributes, and behaviors expected of professionals. 
• JRC-AT - Joint Review Committee Athletic Training 
CAAHEP grants accreditation to programs for the Athletic Trainer upon the 
recommendation of the Joint Review Committee on Educational Programs in Athletic 
Training (JRC-AT). 
• MSOP - Medical School Objectives Project 
• NATA - National Athletic Trainers’ Association 
The NATA was founded in 1950 when a core group of about 200 athletic trainers met to 
discuss the future. Today, the NATA membership spans the globe and includes more 
than 27,000 allied health care professionals. The mission of the NATA is to enhance the 
quality of health care for athletes and those engaged in physical activity, and to advance 
the profession of athletic training through education and research in the prevention, 
evaluation, management and rehabilitation of injuries. 
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• NAT A Athletic Training Educational Competencies, 1999 
Created by the Education Council of the NAT A, this document provides the curriculum 
blueprint for all entry-level athletic training education programs. 
• NATABOC - National Athletic Trainers’ Association Board of Certification 
The mission of the NATABOC is to certify athletic trainers and to identify for the public, 
quality healthcare professionals through a system of certification, adjudication, standards 
of practice and continuing competency programs. The NATABOC provides a 
certification program for entry-level athletic trainers and re-certification standards for 
certified athletic trainers. The purpose of this entry-level certification program is to 
establish standards for entry into the profession of athletic training. Additionally, the 
NATABOC has established the continuing education requirements that a certified athletic 
trainer must satisfy in order to maintain their status as a NATABOC certified athletic 
trainer. 
• NATABOC Role Delineation Study, Fourth Edition, 2000 
This document defines the current entry-level knowledge, skills, and abilities required for 
practice in the profession of athletic training. It is the blueprint for NATABOC 
examinations. 
• Technical Knowledge 
The knowledge and skill necessaiy to practice a profession. 
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CHAPTER 1 
ATHLETIC TRAINING 
When asked “What do you think has been the NATA’s most important progress 
in the past decade?” both NATA presidential candidates for 2004 discussed educational 
reform. 
Education reform - because it raised the standards against which we are 
measured, provided recognition for our unique skills and abilities, and increased 
the level of professionalism in our field. (Tony Marek quoted in NATA News, 
August 2003, p. 17) 
The progress made relative to the education of athletic training students has been 
most important. The reform that was set in motion has forever changed our 
profession. As it continues to evolve, the preparation afforded athletic training 
students has and will make for a better-prepared practitioner. .. .This reform is a 
living process that will be adaptable to the needs of our students and those we 
serve while continuing to provide the framework that will give both employers 
and the public the confidence that our entry-level ATC is well prepared. (Chuck 
Kimmel quoted in NATA News, August 2003, p. 14-15) 
Entry-level athletic training education has gone through significant educational 
reform that began in 1996 with the appointment of the NATA’s Education Task Force to 
examine entry-level education. Many educational reform initiatives set forth by this task 
force were implemented by January 2004. Among these reforms were an increase in 
“formal” classroom experiences, and a restructuring of the clinical education experience. 
Historically, students completed 800 or 1500 clinical experience hours (depending on the 
type of program they were enrolled in) in an athletic training setting under the direct 
supervision of a certified athletic trainer (ATC). The hours were accumulated over a 
minimum period of two academic years, during which time the student worked with a 
variety of sports teams providing athletic training services along with the certified athletic 
trainer, typically on a day-to-day basis. The new entry-level educational program has no 
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clinical “hours” requirement. Clinical education must take place over a minimum of two 
years, with at least one year of experience under the direct supervision of an ATC. In 
essence what was occurring over two years on a day-to-day basis, could now occur in one 
year not on a day-to-day basis. Operating under the assumption that the clinical 
education experience provides opportunity for the dissemination of fundamental 
knowledge, the new clinical education structure theoretically could decrease this element 
of professional preparation. 
Athletic training educators have much flexibility in structuring the students’ 
clinical education experience within the new requirements, and they will ultimately need 
to find the balance between formal classroom experiences and clinical experiences. Tony 
Marek, one of two 2004 NATA presidential candidates, sees finding this balance in 
educational programs one of the most important issues facing the NATA and the 
profession. 
The three most important issues currently facing the NATA and the profession are 
education, employment and licensure. Now that curriculum programs offer the 
only route to certification, colleges and universities face new challenges in the 
education of future athletic trainers. Among these is the need to strengthen the 
collaboration between the athletic trainers and the curriculum faculty at 
universities and colleges, in order to ensure the optimum balance between 
students’ instruction in the classroom and their experience in the athletic training 
room. (NATA News, August 2003, p.16) 
Finding this balance involves finding the balance between the technical knowledge and 
fundamental knowledge preparation of entry-level professionals as well. 
Many changes are underway in entry-level professional preparation. In order to 
appreciate the potential impact of these changes, it is necessary to understand the history 
and development of athletic training as a profession. This chapter provides an historical 
context as to where the profession of athletic training originated, where it is today, where 
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it intends to go in the future, and how educational reform will play a role in getting it 
there. The Chair of the Education Council has stated that the aim of educational reform 
in athletic training is to “improve our professional stature” (Starkey, 1999, p. 1). One of 
the ways this is being achieved is through standardization of entry into the profession 
through the use of CAAHEP-accredited entry-level athletic training education programs. 
History of Athletic Training Profession and Educational Programs 
The Birth of Athletic Training 
Athletic training came into existence during the late nineteenth century with the 
establishment of intercollegiate and interscholastic athletics in the United States. “The 
first athletic trainers of this era were hangers-on who ‘rubbed down’ the athlete” 
(Amheim & Prentice, 2000, p. 3). Because they possessed no technical knowledge, their 
athletic training techniques usually consisted of a rub, the application of some type of 
counterirritant, and occasionally the prescription of various home remedies. Many of 
these early athletic trainers were persons of questionable academic background and 
medical experience since neither a professional organization nor educational 
requirements existed. “As a result, it has taken many years for the athletic trainer to 
attain the status of a well-qualified allied health care professional” (Amheim & Prentice, 
2000, p. 3). Athletic training has evolved to play a major role in the health care of the 
physically active in general and the athlete in specific. This change from ‘hangers-on’ to 
health care professional began to occur after World War I with the appearance of the 
athletic trainer in intercollegiate athletics, and with the help of a few insightful men. 
“Professions and crafts die in infancy unless someone who knows how to execute 
them is willing to share that knowledge. For athletic training, that someone was Samuel 
E. Bilik” (Ebal, 1999, p. 2). Dr. Bilik worked afternoons as an athletic trainer while 
enrolled in a pre-med program at the University of Illinois. He published Athletic 
Training in 1916, and The Trainers Bible in 1917, the latter believed by many to have 
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been the first publication devoted exclusively to athletic training. Dr. Bilik was a major 
influence in developing the athletic trainer as a specialist in preventing and managing 
athletic injuries, and is commonly referred to as the “Father of Athletic Training” (Ebal, 
1999). 
Early progress of athletic training as a profession must also be attributed to the 
Cramer family of Gardner, Kansas. In 1920 they started a chemical company and began 
producing a liniment to treat ankle sprains. Over the years, the Cramers realized that 
there was a market for products to treat injured athletes. In an effort to enhance 
communication and facilitate an exchange of ideas among coaches, trainers, and athletes, 
the Cramers began publication of the First Aider in 1932. “With the dissemination of 
information and education, large numbers of men were drawn to the profession. At the 
same time, the subject of sports injuries was beginning to capture the attention of medical 
doctors” (Ebal, 1999, p. 3). The Cramer family was instrumental in the early 
development of athletic training as a profession and has continued to contribute to its 
growth and recognition even today (Amheim & Prentice, 2000). 
History of the Profession of Athletic Training 
Founding of the NATA 
During the late 1930s, an effort was made primarily by several college and 
university athletic trainers to establish a national organization named the National 
Athletic Trainers Association (NATA). After a struggling existence from 1938 to 1944, 
the association essentially disappeared during World War II. Between 1947 and 1950 
university athletic trainers began again to organize. “In 1950 some 101 athletic trainers 
met in Kansas City, Missouri, and officially formed the National Athletic Trainers’ 
Association. The primary purpose for its formation was to establish professional 
standards for the athletic trainer” (Amheim & Prentice, 2000, p. 3). 
The establishment of a professional organization was an important step toward 
promoting the profession, disseminating information, and developing professional 
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standards for the athletic trainer. Today the NATA membership includes more than 
27,000 individuals, and its mission is to “enhance the quality of health care for athletes 
and those engaged in physical activity, and to advance the profession of athletic training 
through education and research in the prevention, evaluation, management and 
rehabilitation of injuries” (NATA homepage, www.nata.org). 
Achieving Certification 
With the NATA established, the members began to look into the process of 
certifying its professionals. 
The single most significant public pronouncement a professional society or 
organization can bestow upon an individual is certification. One of the 
underlying goals of professional societies or organizations that certify individuals 
is to promote the public’s reliance on the credential and the individuals who hold 
that credential. (Grace, 1999, p.285) 
In 1970, the NATA established procedures for its members to gain certification 
through the implementation of a National Certification Exam. During that same year, the 
National Athletic Trainers Association Board of Certification (NATABOC) was 
established to implement a program of certification for entiy-level athletic trainers. The 
purpose of the certification program was to establish standards for entry into the 
profession of athletic training, and to certify to the public that the Certified Athletic 
Trainer (ATC) was qualified to practice athletic training. The examination tests for 
knowledge and skill in the five domains of athletic training: prevention of athletic 
injuries; recognition, evaluation, and immediate care of injuries; rehabilitation and 
reconditioning of athletic injuries; health care administration; and professional 
development and responsibility. The exam consists of three parts, a written exam, a 
practical exam, and a written simulation. Successful performance on all three parts of the 
certification exam leads to national certification as an athletic trainer. Although it has 
been modified and updated, the three-part exam procedure established in 1970 is still 
used today. 
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The members of the NATA decided in 1970 “that active members and associate 
members who met the educational and apprenticeship requirements for active 
membership should be eligible to take the examination” (Grace, 1999, p.287). The result 
was four routes to certification; athletic training curriculum programs, athletic training 
internship programs, physical therapy programs, and a special consideration route. 
During the 1970s, 1600 athletic trainers were certified by examination; during the 1980s, 
5600 were certified. As of December 1, 1998, 15,000 athletic trainers had been certified 
during the nineties by the NATABOC (Grace, 1999). 
Once the profession of athletic training had achieved certification of its members, 
it set out to achieve external recognition of its certification process. As part of this 
process, the NATABOC conducted a role delineation study to ensure that the certification 
examination measured the knowledge and skill needed for entry-level athletic training 
certification. The results of this study established the certification examination test 
specifications. The significance of the 1982 Role Delineation Study for the Entry-Level 
Athletic Trainer Certification Examination was that a defensible linkage could now be 
demonstrated between the examination content and the tasks performed by entry-level 
certified athletic trainers. In 1982, the National Commission for Health Certifying 
Agencies (NCHCA) granted the NATABOC accreditation. The NATABOC was the first 
allied health organization in the sports medicine arena to achieve this recognition by the 
NCHCA (Grace, 1999). 
Development of Athletic Training Education Programs 
Since its inception in 1950, the NATA has worked to improve the image and 
professional preparation of the athletic trainer. Standards for education and for 
certification have been achieved, and are continually examined and refined. Delforge & 
Behnke (1999) suggest that the development of the first NATA-approved athletic training 
education programs and implementation of a certification examination were two of the 
most significant events in the professionalization of athletic training. In 1967 the 
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American Medical Association publicly recognized the importance of the professionally 
prepared athletic trainer and commended the NAT A for its efforts to upgrade professional 
standards. 
An athletic training education program was first proposed by the NATA in 1959, 
but implementation of such programs was not accomplished before 1969. There seemed 
to be a lack of communication between the NATA, which had established the guidelines, 
and the college departments responsible for implementing the guidelines (Kauth, 1984). 
In 1969 the NATA established a subcommittee, the Professional Education Committee 
(NATAPEC), to improve communication between the NATA and institutions of higher 
education. In 1969, the NATA and the NAT APEC developed procedures by which 
those institutions offering professional preparation in athletic training could obtain 
NATA approval for their programs. The NATAPEC provided guidance and assistance in 
curriculum development and approved athletic training education programs in colleges 
and universities throughout the United States. 
In the late 1970’s, using the NATABOC’s Role Delineation Study, the 
NATAPEC constructed a comprehensive list of 175 competencies to be developed by the 
entry-level athletic trainer (Kauth, 1984). “This endeavor represented a significant early 
step toward identification of a specialized body of knowledge” (Delforge & Behnke, 
1999, p.56). The NATABOC’s Role Delineation Study and the resulting list of 
competencies from the NATAPEC indicated a compelling need for the expansion of 
athletic training curriculum offerings. Also, “as the number of NATA-approved 
undergraduate programs proliferated during the 1970’s and as these programs expanded 
their course offerings, the concept of an athletic training major became increasingly 
viewed as a reasonable and realistic educational goal” (Delforge & Behnke, 1999, p.56). 
In 1983 the NATA mandated that NATA-approved programs would have to become 
academic majors, or major equivalencies by July 1, 1990 (Kauth, 1984). At the time 
(1983), most NATA-approved athletic training education programs at the undergraduate 
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level were academic concentrations, options, or minors within existing degree programs 
usually in health or physical education. 
In June of 1990, the American Medical Association (AMA) formally recognized 
athletic training as an allied health profession, which was a significant recognition for the 
profession in terms of utilizing CAAHEP to accredit its educational programs. Efforts to 
obtain AMA recognition began with a decision by the NATA Board of Directors to seek 
accreditation of entry-level programs by the AMA’s accrediting agency. As per AMA 
policy, formal recognition as an allied health profession was a necessary prerequisite for 
educational program accreditation (Delforge & Behnke, 1999). As a result of AMA 
recognition, the governing body for undergraduate athletic training education programs 
changed from the NAT APEC, to the AMA’s Commission on Accreditation of Allied 
Health Education Programs (CAAHEP). This was an important accomplishment in 
gaining credibility in the world of allied health care. 
CAAHEP Accreditation 
Accreditation is a process of external peer review in which a private, 
nongovernmental agency or association grants public recognition to an institution 
or specialized program of study that meets certain established qualifications and 
educational standards, as determined through initial and subsequent periodic 
evaluations. The purpose of the specialized, or programmatic, accreditation 
process is to provide a professional judgment of the quality of the educational 
program in its institutional setting and to encourage its continued improvement. 
(Rosenthal, 1991, p.l 1) 
CAAHEP is a programmatic postsecondary accrediting agency recognized by the 
US Secretary of Education and the Council on Postsecondary Accreditation. The 
American Academy of Family Physicians, The American Academy of Pediatrics, the 
NATA, and the AMA cooperate to establish, maintain and promote appropriate standards 
of quality for educational programs in Athletic Training. CAAHEP grants accreditation 
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to educational programs for the athletic trainer upon the recommendation of the Joint 
Review Committee on Educational Programs in Athletic Training (JRC-AT). 
CAAHEP provides a document titled Standards and Guidelines for an Accredited 
Educational Program for the Athletic Trainer. In order for an athletic training education 
program to gain accreditation, it must meet all of the requirements laid out in this 
document. Athletic training education programs have participated in the CAAHEP 
accreditation process since September 1993. Amheim and Prentice (1997) claim that. 
The effects of CAAHEP accreditation are not limited to the educational aspects. 
In the future, this recognition may potentially affect regulatory legislation, the 
practice of athletic training in nontraditional settings, and insurance 
considerations. This recognition will continue to be a positive step in the 
development of the athletic training profession (p.23). 
Current State of Athletic Training Education 
When the NATABOC exam was established in 1970, graduates of curriculum and 
internship athletic training education programs were eligible to take the exam. The 
NATABOC allowed two educational routes to become eligible to sit for the national 
certification exam, graduation from a CAAHEP-accredited program or from an internship 
program. Athletic training was the only allied health profession with two educational 
routes to certification. As of January 2004, only graduates of CAAHEP-accredited 
programs may sit for the NATABOC exam. To qualify as a candidate for the 
NATABOC exam, an individual must have endorsement of the examination application 
by the CAAHEP-accredited program director, and have proof of current certification in 
CPR. Once the requirements have been fulfilled, students are eligible to sit for the 
NATABOC certification exam, which is administered five times each year at various 
locations throughout the United States. Exam candidates must pass all three parts of the 
certification exam. 
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Entry-Level Education Reform Initiatives 
Education is the backbone of any allied health care profession. For athletic 
trainers, education has been the subject of lengthy discussion and debate over the 
past few years. (McMullan, 1996, p.17) 
A major topic of discussion and debate had been the existence of two routes to 
certification - the accredited program and the internship program. A problem was that 
the internship route was inconsistent from school to school, and was not uniformly 
structured to ensure a quality educational experience for the entry-level athletic trainer. 
Internship programs focused more on practical experiences, whereas CAAHEP- 
accredited programs focused more on formal coursework combined with practical 
experiences. A major problem with the internship route was the disparity among courses 
students took from one university to another. In a CAAHEP-accredited program, classes 
must address specific content areas covering specific competencies. In an internship 
program, classes had a specific name, and this would leave “a wide door of interpretation 
of what that class should entail” (McMullan, 1996, pi 8). 
Starkey and Henderson (1995) studied the performance on the certification exam 
based on the candidates’ route to eligibility - accredited program vs. internship program. 
The authors examined certification examination scores during a two-year period to 
determine whether a significant difference existed between the two groups of candidates. 
The authors found that candidates from accredited programs had significantly higher 
scores than did internship candidates on each of the three parts of the examination - 
written, written simulation, and practical. 
According to past NATA President Denny Miller, the need for educational change 
had been building for several years. 
Some things that have been coming up consistently loud and clear were problems 
with employment, problems with the quality of the education of the entry-level 
athletic trainer, problems with the clinical education of the entry-level athletic 
trainer.... From the people in the field, the committee chairs, the members, a 
single request kept coming back: We’ve really got to look at where we’re at, 
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where we need to be - and it all comes back to education, (quoted in McMullan, 
1996, p.17) 
With recognition of the profession by the AMA and with CAAHEP-accreditation of 
educational programs firmly established, the NATA’s Board of Directors started 
examining the current system of athletic training education in December 1994, when the 
Board appointed a 15-member Education Task Force. Seventeen recommendations for 
improving undergraduate education to continuing education were proposed. A final draft 
of the report was presented to the NATA Board of Directors and subsequently approved 
in December of 1996. 
One of the Education Task Force’s recommendations was based on an identified 
need to “streamline the educational functions of the NATA” (Me Mullen, 1996, p.17). 
The task force recommended the creation of an Education Council to serve as the 
“clearinghouse for educational policy, development and delivery” (McMullen, 1996, 
p.24). As a result, in March 1997, the NATA Education Council was formed and 
charged with the responsibility of carrying out the recommendations for educational 
reform. The Executive Committee of the Education Council established three standing 
committees to address education issues at various levels; entry-level education, advanced 
graduate education, and continuing education. Two ad hoc committees were also formed, 
one to revise the Competencies in Athletic Training document and the other to review 
clinical education. Three of the five Education Council’s committees deal directly with 
entry-level athletic training education. 
Substantial revisions have been proposed for entry-level athletic training 
education while the evaluation of the goals and direction of graduate education is 
ongoing. According to Richard Ray, former co-Chair of the Education Task Force, “We 
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needed to make things more consistent so when the public and other members of the 
health care community and legislators see the name ‘athletic trainer,’ they’ll know 
exactly how that person was educated and they’ll know exactly what skills that person 
has” (quoted in McMullan, 1996, p. 18). Chad Starkey (1999), current Chair of the 
NATA Education Council, noted that, “The athletic training profession is in the midst of 
significant education reform. The aim of this movement is to standardize the route for 
entering the profession, improve our professional stature, and enhance the quality of life 
for our professionals” (p.l). 
Elimination of Internship Route to Certification 
The first provision of athletic training education reform was that “the NATA 
should work with the NATABOC to institute a requirement, to take effect in 2004, that in 
order to be eligible for NATABOC certification, all candidates must possess a 
baccalaureate degree and have successfully completed a CAAHEP-accredited entiy-level 
athletic training education program” (NATA Education Task Force, 1997, p.l6). The 
implementation of this provision has completely eliminated the internship route to 
certification and has established one route of entry into the profession, graduation from 
an accredited program. 
One rationale given for such a radical change was that the body of knowledge in 
athletic training was increasing at a phenomenal rate every year. Some educators, 
especially those whose programs lack human or financial resources, found it increasingly 
difficult to help students master this body of knowledge. With an increased body of 
knowledge to convey to students in entry-level education programs, internship programs, 
with their reduced coursework offerings, fell under scrutiny. “There is a mounting body 
of evidence that the second route - the internship route - no longer functions to 
consistently prepare entry-level athletic trainers in accordance with standards that the 
profession is (or should be) willing to accept” (NATA Educational Task Force, 1997, p. 
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16). The switch to the CAAHEP-accreditation process prompted research into the effects 
of this switch on already existing programs (Poindexter, 1996; Mathies, Denegar & 
Amhold, 1995). The NATA Education Task Force reported that many educational 
programs currently preparing students via the internship route to certification could, with 
a few modifications, qualify for CAAHEP-accreditation if they were willing to submit to 
the accreditation review process. 
While the quality and consistency of the entry-level education process was a 
factor in the elimination of the internship route to certification, the achievement of 
professional credibility was as well. McMullan (1996) suggests that, 
Image is certainly one of the issues. Having two routes to certification doesn’t sit 
well with lawmakers and other health care professions....And with issues like 
health care reform and third party reimbursement on the table, it is important that 
those who decide what part athletic trainers will play in the future health care 
system understand how the certified athletic trainer is educated, (p. 17) 
Chad Starkey, past member of the NATA Education Task Force and current Chair of the 
Education Council, added, “The fact that there are two very different routes to 
certification is confusing to our employers. This change will give the profession a sense 
of solidarity. That, in turn, should help gain state licensure laws, should help those 
people who want to go for third-party reimbursement. Just about every other issue you 
look at, this will affect in some way or another” (McMullen, 1996, p. 17). 
The Education Task Force concluded the rational for the elimination of the 
internship route to certification by tying together the importance of educational 
consistency and the achievement of professional credibility with lawmakers and other 
healthcare professionals. 
While there are many high quality athletic training programs that prepare students 
for certification via the internship route, the manner of preparation is not currently 
consistent with an accredited, formal method of education nor is it consistent with 
other baccalaureate-level allied health professions. ...The public, including 
members of the legislative and medical communities, simply don’t know who 
athletic trainers are or what they do. The primary stumbling block to third-party 
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reimbursement for athletic trainers is that the profession is almost completely 
unknown and unrecognized by lawmakers. Those familiar with the profession are 
very unclear about our education or certification processes. Consolidating our 
educational programs into a format consistent with other allied health professions 
will be a large step in clarifying professional preparation to legislators. 
(McMullin, 1996, p. 24) 
Revision & Coordination of Three Documents 
Entry-level Athletic Training education reform has involved the revision and 
coordination of three key documents: the NATABOC’s Role Delineation Study (1999), 
the NATA’s Athletic Training Educational Competencies (Educational Competencies) 
(1999), and the JRC-AT’s Standards and Guidelines for an Accredited Educational 
Program for the Athletic Trainer (Standards and Guidelines)(2001). These three 
documents establish the knowledge requirements of entry-level practitioners, and the 
curriculum of entry-level education programs. 
When a program seeks CAAHEP-accreditation, it must meet the requirements of 
the Standards and Guidelines. This document is “used for the development, evaluation, 
and self-analysis of Athletic Training programs” (p. 1). The Standards and Guidelines 
provide information on (a) general requirements for accreditation, (b) requirements for 
Athletic Training, and (c) maintaining and administering accreditation. The second 
section of the Standards and Guidelines specifically pertains to the curriculum and 
instructional plan of educational programs. The Standards and Guidelines require that 
the Educational Competencies and the Role Delineation Study be used for curriculum 
development and education of the student enrolled in a CAAHEP-accredited athletic 
training education program. 
The NATA’s Competencies in Education Committee embarked upon a major 
revision of the Competencies in Athletic Training document in 1997. The Committee 
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was charged to revise and refine the educational objectives that are to be met in an 
accredited athletic training education program. In February of 1999, a revised 
Educational Competencies document was approved by the NATA Board of Directors. 
The document represents educational competencies that must be met by CAAHEP- 
accredited athletic training education programs. 
This document is intended to assist educational program directors, physicians, 
clinical instructors, allied health practitioners, administrators, additional 
instructional personnel, and students in identifying the knowledge and skills to be 
mastered within an entry-level athletic training educational program. The 
National Athletic Trainers’ Association Education Council has identified the 
athletic training educational competencies and clinical proficiencies for the health 
care of athletes and others involved in physical activity enumerated in this 
document as those necessary for effective performance as an entry-level certified 
athletic trainer (ATC). The Joint Review Committee-Athletic Training (JRC-AT) 
requires that these Competencies be used for curriculum development and 
education of the student enrolled in a Commission on Accreditation of Allied 
Health Education Programs (CAAHEP) accredited entry-level athletic training 
educational program. They also serve as a guide for the development of 
educational programs and learning experiences leading to eligibility to challenge 
the NATA Board of Certification, Inc. examination. (NATA Educational 
Competencies, 1999, p. iii) 
All current CAAHEP-accredited programs, and all programs seeking CAAHEP- 
accreditation, were to implement the new Educational Competencies into their 
curriculum by the 2002-2003 academic year. 
The NATABOC Role Delineation Study “provides a comprehensive analysis of 
the work that certified athletic trainers perform,” (1999, p.l) and ensures that the content 
of the NATABOC certification exam is valid. The document defines the current entry- 
level knowledge, skills, and abilities required for practice in the profession of athletic 
training. 
Although the Competencies and the Role Delineation are two distinctly individual 
documents, both play a major role in the preparation of entry-level athletic 
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trainers: The Competencies define the educational content that students enrolled 
in an CAAHEP accredited athletic training program must master; the Role 
Delineation serves as the template for the certification examination that these 
students must successfully challenge to be recognized as certified athletic trainers. 
(Educational Competencies, 1999, p. iv.) 
The Educational Plan or Curriculum 
The curriculum in entry-level athletic training education programs is designed to 
develop minimal competencies related to controlling and managing sport related injuries, 
which are reflective of the needs of an entry-level Certified Athletic Trainer. It is 
important to understand that while educational programs use the Standards and 
Guidelines to structure their overall program, the Standards and Guidelines call for the 
use of the Educational Competencies and Role Delineation Study in curriculum 
development. Accordingly, the curriculum of entry-level athletic training education 
programs is driven by the coordination of content in these three documents. 
Technical Knowledge 
Educational reform initiatives, specifically the revision of the Standards and 
Guidelines and Educational Competencies documents, have clearly defined and expanded 
the technical knowledge expected of the entry-level certified athletic trainer. The new 
document includes eight new subject matter areas, as well as an expansion of the 
previous subject area of‘psychology’ to ‘psychosocial intervention and referral.’ Along 
with this, the Standards and Guidelines document now clearly states that formal 
instruction of these subject areas is to be in conjunction with the Educational 
Competencies document - formalizing the relationship between the CAAHEP- 
accreditation process and the Education Council’s efforts for curriculum reform. 
The Educational Competencies document defines educational content areas used 
in preparing entry-level athletic trainers. The new Educational Competencies document 
is greatly expanded relative to the prior edition. While the old competencies document 
contained roughly 191 competencies, the new document is ninety pages in length and 
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contains roughly 1,230 competencies. The number of educational content areas increased 
from 6 to 12, and competencies identified within each content area are listed as cognitive, 
psychomotor, or affective competencies. Specific clinical proficiencies and teaching 
objectives are also given for each content area. According to the Education Council, the 
scope of this document has been increased to reflect the total health care of the physically 
active individual. Certified athletic trainers on a daily basis deal with much more than 
just athletic related injuries and conditions - including things such as general illness, 
pharmacology, and counseling issues. With the expansion of work settings beyond the 
traditional collegiate and high school arenas, the patient population served by athletic 
trainers has changed. These changes have prompted an expanded scope of competencies 
for entry-level athletic training education programs. 
The CAAHEP-accreditation process examines the results, or outcomes, of the 
program. This requires data such as enrollment figures, dropout rates, graduation rates, 
NATABOC certification results, placement figures, surveys from initial employers, and 
surveys from graduates. For the most part, all of these assessments measure professional 
preparation based on the acquisition of technical knowledge. The Standards and 
Guidelines clearly state that, “curriculum content should include appropriate instructional 
emphasis on specified subject matter areas as reflected in the ‘NAT A Athletic Training 
Educational Competencies’ and the current NATABOC Role Delineation Study” (p.9) - 
two technical knowledge dominant documents. 
Fundamental Knowledge 
While educational reform initiatives have thus far clearly defined the technical 
knowledge expected of the entry-level certified athletic trainer, the fundamental 
knowledge, the professional values, personal attributes, and behaviors expected of the 
entry-level certified athletic trainer has not been clearly defined. 
Athletic training education reform will result in an accreditation process and 
educational documents that emphasize technical knowledge acquisition and outcomes. 
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Fundamental knowledge expectations are not addressed. This is not completely 
surprising since no clear statements or documents exist related to fundamental knowledge 
expectations of practicing professionals in athletic training. Existing documents related 
to the conduct of certified athletic trainers include the NATABOC’s Standards of 
Professional Practice, and the NATA’s Code of Ethics. 
Clinical Education Restructured 
The Old 800-Hour Clinical Education Experience 
The former clinical education experience involved a quantitative approach, or the 
accumulation of hours. The NATABOC required that graduates of CAAHEP- accredited 
programs have 800 hours of clinical experience. Over a minimum period of two years, 
student athletic trainers worked directly with Certified Athletic Trainers’ in a variety of 
settings providing all aspects of health care to athletes. “Supervised clinical experiences 
should involve daily personal contact between the clinical instructor and the student in 
the same clinical setting. Clinical instructors should be readily accessible to students for 
on-going instruction and guidance on a daily basis” (Standards and Guidelines, 1999, p. 
10). 
Historically, athletic training experience hours were a vital part of a student’s 
athletic training education experience. Accredited program graduates were required to 
obtain 800 hours of clinical experience; and internship graduates, 1500 hours of clinical 
experience, in a minimum of two years. The clinical hours requirement had always 
provided a unique educational link between practicing ATC’s and athletic training 
students. Most other allied health care professions do not require this kind of experience 
of their students. Athletic training students worked side by side with an ATC on a day- 
to-day, athletic season-to-athletic season basis. They typically participated in every 
aspect of health care delivery; evaluation of injury, rehabilitation, taping and wrapping, 
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medical referrals, counseling, and daily communication with coaches, student-athletes 
and a variety of health care personnel. 
The majority of the students’ clinical experience hours would be obtained from 
their own college or university, allowing them the opportunity to build relationships with 
the athletic training staff. Technical knowledge and skills were reviewed, refined and 
reinforced through their daily interactions in the clinical setting. Along with that, 
theoretically there was ample opportunity for fundamental knowledge to be gained. For 
example, on a daily basis students would be exposed to professional values, ethical 
decision-making, confidentiality issues, empathy, and proper communication with a wide 
variety of professionals. In the 800-hour clinical education experience, a student would 
spend roughly 200-250 hours per semester for two years with practicing ATC’s. 
The 800-hour clinical education experience was in need of reform. As Kenneth 
Knight explains (2002), “too often students have had clinical experience rather than 
clinical education” (p. 1). 
Clinical experience involves working in the profession and picking up whatever 
knowledge and skills you can; clinical education is a systematic process of 
developing and refining clinical skills. One is chaotic, the other by design. 
(Knight, 2002, p.l) 
Educational expectations of students were very hard to define and to quantify for 
evaluation purposes since clinical experience hours were typically not associated with 
formal course credit. This was problematic for CAAHEP-accreditation, which involves 
outcomes-based assessment. Typically athletic training students received no academic 
credit for their clinical experience hours. These hours were completed on the student’s 
own time, above and beyond all other educational requirements, including coursework, 
labs, internships, and possibly student-teaching. Another problem with the “hours” 
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approach to clinical education was the abuse of athletic training students as staff 
members, meaning students would be working unsupervised providing health care to 
student-athletes. “Clinical instructors must see students as learners, not just another pair 
of hands to get the job done. They will help get the job done, but that must be secondary 
to their education. The emphasis must be on learning” (Knight, 2002, p.l). Another 
problem with the “hours” approach was the inconsistency of what exactly each student 
learned during the experience. 
Traditionally, the underlying assumption on clinical experiences has been that you 
learn by osmosis - that is, if you spend enough time “on the job” you will develop 
clinical skills by reacting to the situations you are exposed to. Students are not 
exposed to the same injuries during their clinical experiences, however, and 
therefore do not have equal opportunities to develop clinical skills. ... Thus 
learning from “putting in time” can involve too much “hit and miss.” (Knight, 
2002, p. 1) 
The New Clinical Education Experience 
Clinical Education has changed significantly with the reform initiatives of the 
Education Council’s Clinical Education Committee. 
Athletic training is a clinical profession. Without clinical skills, one cannot 
effectively practice the profession. All the knowledge in the world is of little 
value in treating injured athletes if it is not accompanied by clinical skills, which 
are developed only through clinical experience. So clinical education should be 
the heart and soul of athletic training professional preparation. (Knight, 2002, p. 
1) 
The new clinical education experience structure has no “hours” requirement, but requires 
two years of formal clinical education. However, only one year must be completed under 
the supervision of an ATC in a clinical setting. The athletic training students’ clinical 
education must encompass exposure to upper extremity, lower extremity, equipment 
intensive, and general medical experiences. The rationale for such changes is that the 
scope of job opportunities for certified athletic trainers has evolved past the “traditional” 
high school, college, and professional settings, and even the private, for-profit settings to 
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include corporate and industrial health care, hospitals, the military, and physicians’ 
offices. The educational process of entry-level certified athletic trainers should reflect 
the diversity currently existing in the job market since graduates will be expected to 
perform in any of the above work environments. 
The NATA Education Council spearheaded the elimination of the hours 
requirement. The Council redefined “the structure of clinical education from the current 
quantitative approach (i.e., ‘hours’) to an outcomes-based qualitative system” (NATA 
Competencies in Athletic Training Committee, 2001, p. iv.). The new clinical education 
experience is composed of two elements: Clinical Education and Field Experience. The 
clinical education component involves the acquisition and practice of clinical skills. 
Clinical education represents the athletic training students’ formal acquisition, 
practice, and ACI (Approved Clinical Instructor) evaluation of the Entry-Level 
Athletic Training Clinical Proficiencies through classroom, laboratory, and 
clinical education experiences... Clinical education shall occur in a minimum 
period of two academic years... Courses shall include academic syllabi that 
include measurable educational objectives and specific clinical proficiency 
outcomes that can be documented over time. (NATA Education Council, 1999) 
All clinical skills need to be introduced, practiced, and assessed in “formal” 
classroom and laboratory experiences associated with course credit. Clinical experiences 
should be “designed to provide the student with sufficient opportunity to develop specific 
competencies pertaining to the health care of the athlete” (p. 10) and “an opportunity for 
integration of psychomotor, cognitive, and affective skills” (p. 10) as identified in the 
Educational Competencies (Standards & Guidelines, 2001). With the increase and 
standardization of technical knowledge in the curriculum, clinical education needed a 
more structured and measurable delivery system. The new competencies and 
proficiencies provide a uniform template for the education and assessment of clinical 
35 
skills. This provides a qualitative measure of athletic training experiences that were 
previously measured quantitatively, or with “hours.” 
The field experience component of the clinical education experience provides the 
student with the opportunity to apply these skills in the clinical environment. The 
primary settings for these experiences should include athletic training rooms, athletic 
practices, and competitive events. Ample opportunity should be provided for student 
coverage of athletic practices and competitive events in a variety of men’s and women’s 
sports including high-risk sport activities. These experiences should also include 
adequate opportunities for observation of, and involvement in, the immediate 
management and emergency care of a variety of acute athletic injuries and illnesses 
(NATA Education Council, Guidelines for the Clinical Education of Students Enrolled in 
Accredited Athletic Training Education Programs, 1999). 
A Look to the Future 
With the implementation of entry-level athletic training education reform in 2004, 
the profession has achieved one educational route to certification, and the existence of a 
common curriculum in all entry-level education programs. The educational process for 
the dissemination of technical knowledge is now the same for all entry-level 
professionals, as set forth in the Standards and Guidelines and Competencies documents. 
Along with that, clinical education has been restructured to include more formal learning 
experiences, which will help ensure that all students are exposed to and trained in all the 
necessary knowledge and skill of the entry-level athletic trainer. As Tony Marek 
described earlier, colleges and universities now face “new challenges in the education of 
future athletic trainers. Among these is the need to strengthen the collaboration between 
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the athletic trainers and the curriculum faculty at universities and colleges, in order to 
ensure the optimum balance between students’ instruction in the classroom and their 
experience in the athletic training room” (quoted in NAT A News, August 2003, p.17). 
While the new qualitative approach may ensure the mastery of clinical skills, will 
athletic training education programs lose their unique ability and opportunity to 
disseminate fundamental knowledge? The 800-hour clinical education experience of 
student athletic trainers working directly with certified athletic trainers has historically 
been a strong component of entry-level education. The clinical experience hours 
theoretically provided students with significant exposure to and interaction with 
practicing ATC’s. While the new program does require that clinical education occur over 
a minimum of two years, only “a minimum of one of the two academic years [is] under 
the direct supervision of a Certified Athletic Trainer” (CAAHEP, Standards and 
Guidelines, p. 10). In the new program, a student’s clinical education will occur almost 
exclusively in a formal setting. The new program also encourages student exposure to a 
broader range of clinical experiences, i.e. emergency room, general medicine, and 
campus health services. WTiile this will provide a more broad and encompassing 
exposure for students in their clinical experiences, it will not provide the type of rich in- 
depth clinical experiences that the old program did. Without an hours requirement, how 
much time will the student spend with the ATC? A few weeks? A semester? A couple 
days a week? With the elimination of the hours requirement, entry-level athletic training 
education could be losing, or significantly decreasing, a unique aspect of its educational 
process that may have provided a vital pathway for the dissemination of fundamental 
knowledge to its future professionals. 
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The NATABOC exam is a test of technical knowledge. However, is it 
appropriate that the educational program’s sole emphasis is technical knowledge? How 
does the sole attainment of technical knowledge and skill translate into ‘this period of 
entry-level athletic training education - the formation of a new intellectual orientation and 
the molding of a student’s character, personality, and outlook?’ What about the 
professional values and personal attributes that the profession wants future professionals 
to possess? Where is that accounted for in the emerging educational programs? Athletic 
training education programs must strive to maintain a balance within the students’ 
educational experience between formal classroom experiences and clinical experiences. 
In discussing early success as an entry-level athletic trainer, Jim Berry states, 
I believe one of the primary reasons many young ATC’s fail today, especially in 
the secondary school, is because they don’t want to work hard enough to be 
successful in their situation. Many have graduated from athletic training 
education programs that were academically challenging, but often not clinically 
challenging. (NATA News, May 2003, p. 22) 
Professional preparation should not just be about teaching a vocation, or for entry 
into a profession. With the rate of change in the profession, what is taught in two to four 
years while attending college may already be changing by the time the student graduates 
from college, or within a few years. If students grow to be more responsible, intelligent, 
thinking beings during professional preparation, then their time has been well spent. 
Athletic training program directors and educators have much flexibility in how 
the clinical education experience is structured and implemented at their respective 
institutions. As long as the minimum Standards and Guidelines are achieved, they have, 
and will continue to have, the ability to directly influence the quality of the student 
athletic trainers’ clinical education experience. Before the clinical education experience 
is totally transformed, it seems prudent to gain a better understanding of what the present 
clinical education experience has been providing future professionals, particularly in 
regards to fundamental knowledge. There may be aspects and outcomes of the 800-hour 
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experience that the profession may not want to lose as it changes to a new clinical 
education structure. 
Conclusion 
Although the dissemination and attainment of fundamental knowledge in 
professional preparation has not been addressed directly in athletic training education 
literature or educational reform efforts, it has been in medical education literature. At a 
time when athletic training education is making a shift to a technical knowledge emphasis 
in its curriculum, medical education is recognizing the importance of fundamental 
knowledge in its curriculum. Chapter Two will examine fundamental knowledge in 
medical education literature, as well as in clinical education in medical education. 
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CHAPTER 2 
AMERICAN MEDICAL EDUCATION 
Historically, athletic trainers have not been alone in their efforts to use 
educational reform to achieve professional status and respect. Medical education 
reformers achieved in the early 1900s what athletic training education reformers are 
currently in the process of achieving - a set body of knowledge that all entering 
professionals must master and one standard route of entry into the profession. Early 
medical education reformers implemented two requirements to practice medicine; 
graduation from an approved medical college, and state licensing laws to practice 
medicine (Ludmerer, 1985). These two requirements eliminated all other routes of entry 
into the profession of medicine and standardized the educational process of all future 
physicians. While the body of medical knowledge has evolved over the years, its 
delivery to medical school graduates has remained consistent throughout the country. 
By the 1920’s medical schools had assumed a corporate form. The result was a 
system of medical education that has been constant for the past sixty years, even 
though there have been many changes in the content of medical knowledge and 
the patterns of medical practice. (Ludmerer, p. 5) 
There exists an abundance of medical education literature addressing educational reform 
issues. However, much of this literature deals with curriculum and pedagogy, not the 
type of reform issues that restructure the intersection between preparation for and entry 
into the profession. 
Medical education literature has historically been dominated by the topic of 
technical knowledge expectations of its graduates in professional preparation. In recent 
years there has been more of an emphasis on fundamental knowledge expectations in 
professional preparation as well. 
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In recent years, medical school deans and faculties have recognized the 
importance of including formal instruction in medical professionalism in the 
curriculum. Indeed, the great majority of medical schools have added 
professionalism content to students’ coursework in their first two years, and a 
number have introduced into clerkship experiences approaches for assessing 
professional behaviors. These developments are very important, but they are only 
the beginning of what is needed to produce physicians who recognize clearly the 
nature and scope of their responsibilities to the patients they care for and to the 
communities in which they work. (Whitcomb, 2002, p. 473) 
At a time when athletic training education is making a shift to a technical knowledge 
emphasis in its curriculum, medical education is recognizing the importance of 
fundamental knowledge in its curriculum. An examination of related literature in other 
health care fields reinforces the importance of utilizing their knowledge, expertise, and 
experiences as the profession of Athletic Training progresses in their educational reform 
efforts. 
This chapter explores related medical education literature, particularly that which 
pertains to fundamental knowledge expectations of graduating professionals. Three 
projects undertaken by different entities regarding fundamental knowledge expectations 
of medical school graduates are discussed in this chapter. They include the Educating 
Future Physicians of Ontario project (EFPO), the American Medical Association’s 
Medical School Objectives Project (MSOP), and the American Board of Internal 
Medicine’s Project Professionalism. This chapter also explores how fundamental 
knowledge expectations of graduates are being implemented into the clinical education 
experience in medical education. 
Medical Education Literature 
Although the attainment of fundamental knowledge in professional preparation 
has not been addressed in athletic training education literature, it has been in recent 
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medical education literature. According to Ginzberg (1993), a political economist who 
has had and continues to have an ongoing involvement in health sciences research, the 
recent pressures for reform have come from a number of sources. 
First, come the complaints of students, who object to being stuffed like turkeys 
during their first two years of medical school; they are taught about the most 
recent advances in the basic sciences, which they cannot possibly absorb and 
much of which they will forget after they enter clinical training. A growing 
current of criticism is also being voiced by members of the public, who complain 
that the physicians they need to care for them are not available or, if they are, 
cannot communicate effectively and thus cannot provide the counsel and help that 
their patients need. In addition to that, the payers for health care - both 
government and employers - are making the point that the out-of-control trend in 
medical care expenditures appears to be closely related to the faulty preparation 
that medical students (and residents) have received during their long periods of 
training. (Ginzberg, 1993, p. 518) 
Hafferty (1999) suggests that another source pushing for medical education 
reform is from managed care companies. 
Managed care companies., .have not been silent on the topic of medical education. 
They insist that medical students are not being trained to practice medicine in a 
managed care environment and that it takes physicians upwards of two years of 
employment after graduation to acquire the knowledge, skills, and value 
orientations demanded of them by providers. (Hafferty, 1999, p. 973) 
Managed care is accusing organized medical education of turning out a substandard 
product. One remedial approach suggested by managed care is the inclusion of ‘relevant’ 
coursework within the medical school curriculum. Topics frequently suggested include 
the organization and financing of health care, resource allocation and risk management, 
quantitative methods related to the health of populations (e.g., epidemiology, 
biostatistics, and decision analysis), health services research skills, computer applications 
and medical informatics, social and behavioral sciences, and medical ethics (Hafferty, 
1999). 
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Ginzberg (1993) also claims that “because of the disgruntled students and the 
disenchanted public, a growing number of medical educators have begun to make their 
voices heard, endorsed and supported by sizable grants from the major health care 
foundations, which have encouraged them to undertake in-depth reassessment of what is 
right and what is wrong about medical education” (p. 519). 
As early as 1932, the AMA’s Association of American Medical College’s 
(AAMC’s) Commission on Medical Education examined issues that remain on the 
education reform agenda today: curriculum overcrowding as the body of scientific 
knowledge continues to grow; the examination-driven tendency to focus on memorizing 
details instead of building intellectual resources of more permanent significance; and the 
need for students to develop a capacity for self-directed lifelong learning. Several 
studies published in the 1980’s reiterated the commission’s findings, confirmed its 
recommendations, and suggested that few medical schools had made significant 
improvements in these areas since the 1920’s (Neufeld et al., 1998). 
Through the mid 1980s and early 1990s, there was a growing sense of urgency 
about the need for major changes in health care. A worldwide movement had been 
sparked, popularly known as “Health for All by the Year 2000,” to reduce inequities and 
bring about fundamental change in the way health is perceived, promoted, and protected, 
and the way health services are delivered. Factors such as education, socioeconomic 
status, and environmental quality began to be seriously studied and accepted as 
determinants of health. Physicians were being urged to enter into new partnerships and 
collaborate in new ways with other health professionals, governments, and community 
agencies. Medical schools were being told to come out of their ivory towers to break 
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down the walls built between disciplines and between the institution and the community, 
and to become more socially relevant (Neufeld et al., 1998). 
Some schools were already working to reorient their medical education programs 
to make them more responsive to the needs and expectations of the people. However, 
pockets of reform were the exception rather than the rule. In 1990, the AAMC launched 
a project known as Assessing Change in Medical Education - The Road to 
Implementation (ACME-TRI Report). The major component of this project was a survey 
designed to assess the extent to which key recommendations made in three major reports 
throughout the 1980s were being implemented at the decade’s end. Topics examined 
included: the need to clarify institutional goals and priorities and re-examine curriculum 
content; the need to develop the teaching skills of faculty members; the need to foster 
self-directed and lifelong learning skills; the need to decrease the use of lectures; and the 
need to increase information-management skills. The final report set out strategies to 
achieve educational change in each of these areas, based on the insights gained from 
experience to date. The report ended with a strong plea to all members of the academic 
medicine community to recognize the critical importance of students’ education and to 
give it due priority within the institution (Neufeld et al., 1998). 
Christakis (1995) reviewed major reports regarding undergraduate medical 
education reform published between 1910 and 1993 to identify the values and agendas 
underlying reports advocating the reform of medical education. Christakis concludes that 
the reform reports have two important functions other than their explicit one of reforming 
medical education. 
The similarity of the reports’ objectives and reforms results not only from a 
similar body of problems, but also from the reaffirmation of similar values. The 
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reports have two implicit agendas that transcend the reform of medical education: 
the affirmation of the social nature of the medical profession and self-regulation 
of the profession. These agendas help account for the reports’ similarity and their 
repeated promulgation. (Christakis, 1995, p. 706) 
Christakis also noted that, “increasing the quality of medical education, while a fairly 
common objective of reform, is rarely explicitly treated as important or central in the 
reports” (p. 709). 
Christakis’ emphasizes that while these two implicit functions of the reports do 
not constitute discrepancies between their actual and stated purposes, it is important to 
realize what such reports can and cannot do. “On the one hand, these reports encounter 
substantial and real obstacles to reform, and it is well to ask whether exhortations of 
official bodies are capable of radically changing the behavior of complex and long¬ 
standing academic institutions” (p.711). Christakis concludes with the hope that he has 
underscored “the elements absent from prior reports - such as attention to medical 
students themselves and a critical examination of the larger social and economic forces 
impinging on medical education - elements that might benefit from attention in the 
future” (p. 711). 
Fundamental Knowledge in Medical Education Literature 
Christakis’ (1995) review of major medical reports between 1910 and 1993 also 
reveals that these reports have been focused on technical knowledge aspects of 
professional preparation. Christakis found that proposed reforms have tended to suggest 
changes in manner of teaching, content of teaching, faculty development, and 
organizational factors. Calls for reforms such as increasing generalist training, increasing 
ambulatory care exposure, providing social science courses, teaching lifelong and self- 
45 
learning skills, rewarding teaching, clarifying the school mission, and centralizing 
curriculum control have appeared almost continuously since 1910. 
Medical education literature is robust with calls for curriculum reform. It has not 
been until recently that these calls for reform involve more than just the “what,” or the 
knowledge and skills that a physician needs to gain from their educational experience. 
This new literature relates to the physician as a whole person and what society expects of 
the twenty first century physician (AAMC MSOP Report I, 1998; Neufeld et al., 1998). 
Characteristics, attributes, and skills of the twenty first century physician identified in the 
literature include; communication skills (AAMC MSOP Report I, 1998; AAMC MSOP 
Report III; Branch, 2000; Ginzberg, 1993; Neufeld et al., 1998), altruistic characteristics 
(AAMC MSOP Report I; Corbett, 2000; Hafferty, 1999), dutiful behavior (AAMC 
MSOP Report I; Corbett; Hafferty), ethical and caring behavior (Branch; Corbett; 
Ginzberg; Hafferty, 1999; Neufeld et al.), ability to access and utilize information, or 
informatics (AAMC MSOP Report I; AAMC MSOP Report II; Corbett; Ginzberg), 
critical thinking skills (Neufeld et al.), and professionalism (Swick, 2000; Wear & 
Castellani, 2000). 
Professionalism, integrity, humanism, compassion, empathy, respect, altruism - 
these terms can be found throughout the medical literature, often accompanied by 
elegies for their disappearance in the modem physician. While the biomedical 
and technical aspects - the science - of medical practice continue to progress at 
an astonishing rate, it is the human part of medical practice - in particular 
physicians’ humanism and professionalism - that seems endangered in proportion 
to the explosion of biomedical knowledge and rapid structural changes in the 
American health care system. (Misch, 2002, p.489) 
According to Misch (2002) the public has regularly decried the apparent lack of 
physicians humanism, but patients are not alone in their concerns. Recently, “a broad 
coalition, composed of individuals and entities from inside and outside the medical 
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profession, has demanded the return of the professional, humanistic, caring physician” 
(p.490). 
Physicians and medical educators themselves have expressed similar misgivings 
about the modem physician, just as various medical accrediting agencies such as 
the Liaison Committee for Medical Education (LCME) and the Accreditation 
Council for Graduate Medical Education (ACGME) (the latter through its 
Outcomes Project) have underscored their expectation that medical students, 
residents, and fellows be trained and formally assessed for professionalism and 
humanistic knowledge, attitudes, and skills. The call has been taken up as well by 
various medical specialty boards, with the American Board of Internal Medicine 
(ABIM) being in the vanguard of this effort. Likewise, state licensing agencies 
have begun to demand that trainees’ professional and humanistic competency be 
certified by appropriate assessment measure; the failure to do so may result in 
denial of medical licensure or board certification. (Misch, 2002, p. 490) 
Recent efforts to improve professionalism in medical education have attempted to 
define professional expectations of physicians, and to develop the means to assess 
achievement of them. The Educating Future Physicians for Ontario (EFPO) project; the 
AMA’s Medical Schools Objectives Projects (MSOP); and the American Board of 
Internal Medicine’s Project Professionalism are examples of such efforts and will be 
presented in detail. 
Educating Future Physicians of Ontario Project 
The Educating Future Physicians for Ontario (EFPO) project has received much 
attention in medical education literature. The EFPO project determined what the people 
of Ontario expect of their physicians, identified eight specific physician roles, and 
developed educational strategies to help medical students assume these eight roles. 
In 1987, Ontario’s physicians conducted a strike, ultimately not successful, over 
the issue of “extra billing.” The fact that the Ontario public did not support this action 
reflected a major gap between the profession’s view of itself and the public’s view of the 
profession. In 1990, the province’s five medical schools launched a collaborative project 
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to determine more specifically what the people of Ontario expect of their physicians, and 
how the programs that prepare future physicians should be changed in response. “The 
Educating Future Physicians for Ontario (EFPO) project brings together the five medical 
education institutions in the province and a nonprofit organization in an unprecedented 
collaborative effort,” and has a focus on implementing changes rather than on 
recommending them (Neufeld et al., 1998. p.l 133). 
The focus of the EFPO was on setting an overall framework and direction for 
change, and on creating mechanisms to support the change and make it sustainable. The 
premise was that implementing positive change would require more focus on what people 
need (the broader determinants of health), on nurturing the educational leaders (faculty 
development), and on aligning evaluation systems to the directions of change (redefining 
clinical competence). Or put more simply, “find out what students need to know, teach 
the teachers how to teach it, and find out how well the students have learned” (Neufeld et 
al., 1998, p. 1144). The goal of the project was “to modify the character of medical 
education in Ontario to make it more responsive to the evolving needs of Ontario society” 
(Neufeld et al., 1998, p. 1133). 
The assumption underlying this goal was that medical education had become 
overly driven by “supply-side” thinking: the rapid growth in availability of new 
knowledge and technology was resulting in overly crowded curricula, competition 
among disciplines for curriculum hours, and an excessive dependence on fact- 
oriented lectures as the predominant method of teaching. EFPO was designed to 
tip the scales back to a better balance with “demand-side thinking,” which 
explores the health needs and problems of the communities the institution serves, 
the expectations of the public, and societal trends. (Neufeld et al., 1998, p. 1136) 
Phase I of the EFPO project ran for five years from January 1990 to December 
1994. Consumer groups were asked to state their views concerning the current roles of 
physicians, future trends that would affect these roles, changes in roles they wished to 
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see, and suggestions for changes in medical education. Methods used included focus 
groups, key informant interviews, an extensive literature review, and surveys, including a 
survey of health professionals. Eight specific physician roles were identified: medical 
expert, communicator, collaborator, health advocate, learner, manager (“gatekeeper”), 
scholar, and “physician as person.” Educational strategies to help medical students learn 
to assume these eight roles were then incorporated into the curricula of the five 
participating medical schools. The authors conclude that the project shows that it is 
feasible to learn specifically what society expects of its physicians, to integrate this 
knowledge into the process of medical education reform, and to implement major 
curriculum changes through a collaborative, multi-institutional consortium within a single 
geopolitical jurisdiction (Neufeld et al., 1998, p. 1133). 
Faculty development was a major focus of the EFPO project as a whole. While 
workshops supported the change through knowledge exchange and skill building, the 
ongoing involvement of faculty and the deans in annual meetings and on committees 
began to institutionalize the change in mindset that the project aimed to bring about 
(Neufeld et al., 1998). The authors claim that. 
The EFPO initiative is proving to be an effective means of supporting long-term 
culture change within these institutions. It is succeeding in giving the community 
a stronger voice in medical education. By identifying and publicizing the broad 
range of roles the Ontario public expects physicians to play, EFPO is contributing 
to a redefinition of clinical competence in Ontario. (Neufeld et al., 1998, p.l 134) 
Medical Schools Objectives Project 
In 1996 the American Medical Association (AMA) through its American 
Association of Medical Colleges (AAMC) embarked upon the Medical Schools Objective 
Project (MSOP), “designed to enhance the relevance and thereby improve the quality of 
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medical student education.” The AAMC expressed that “in recent years, many observers 
of medicine have expressed concerns that new doctors are not as well prepared as they 
should be to meet society’s expectations of them. This view is held also by some within 
the medical profession and, more specifically, the medical education community” 
(AAMC, Report I, 1998). An aim of the project was to assist medical schools in their 
efforts to respond to these concerns. 
This project is designed to enhance the relevance and thereby improve the quality 
of medical student education. The major purpose of the project is to foster within 
the medical education community a consensus on the objectives of the medical 
school experience - that is, the attitudes, values, fund of knowledge, and clinical 
skills that all medical students should possess at the time of graduation. (AAMC 
MSOP homepage, About MSOP, revised August 21, 2000) 
In 1998, the AAMC released Report I of the MSOP titled Learning Objectives for 
Medical Student Education: Guidelines for Medical Schools. The goal of the first phase 
of the project was to develop a consensus within the medical education community on the 
attributes that medical students should possess at the time of graduation, and to set forth 
learning objectives for the medical school experience derived from those attributes. In 
introducing the MSOP, AAMC president Jordan J. Cohen called for an effort to align the 
outcomes of medical education with the precepts of the profession and insisted that 
medicine’s survival is threatened if high standards of professionalism, including altruism, 
respect, compassion, honesty, and integrity, are not established (MSOP Report I, 1998). 
Developing the MSOP involved reaching a consensus among leaders of the 
medical education community on the attributes that physicians need to meet society’s 
expectations of them in the practice of medicine. The following four attributes were set 
forth with broad learning objectives “to provide a frame of reference for guiding medical 
schools in developing their own objectives” (MSOP Report I, 1998, p. 4): physicians 
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must be 1) altruistic (compassionate, empathetic, truthful, ethical, honest, respectful, 
integrity); 2) knowledgeable; 3) skillful (communicative); and 4) dutiful (committed, 
obliged, collegial, collaborative). The words provided in parenthesis were extracted from 
the listed learning objectives to further demonstrate identified fundamental knowledge in 
the professional preparation of medical students. MSOP Report I states. 
The goal of medical education is to produce physicians who are prepared to serve 
the fundamental purposes of medicine. To this end, physicians must possess the 
attributes that are necessary to meet their individual and collective responsibilities 
to society. If medical education is to serve the goal of medicine, medical 
educators must develop learning objectives for medical education programs that 
reflect an understanding of those attributes. (AAMC MSOP, Report I, p.3) 
At the outset of the MSOP, AAMC staff recognized that there were certain 
contemporary issues in medicine that would present special challenges to medical school 
deans and faculties. To assist with curriculum development in these areas, the AAMC 
has released two additional MSOP Reports: Report II: Contemporary Issues in 
Medicine: Medical Informatics and Population Health; and Report III: Contemporary 
Issues in Medicine: Communication in Medicine. 
Implementing the MSOP 
In response to the MSOP, a task force at the University of Virginia School of 
Medicine created a set of twelve broad encompassing generic objectives for its 
curriculum. In the process, the task force reviewed a variety of available resources “to 
ensure that the final document covered all the essential abilities required of physicians” 
(Corbett, 2000, p. 151). The task force concluded, from their analysis of what clinicians 
are required to do generally, that there are 12 fundamental abilities required of the 
contemporary physician. The task force believes their “list represents the most distilled 
and user-friendly statement of medical education objectives available, and offer it as a 
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template for the knowledge, skills, and attitudes required in medical education” (Corbett, 
2000, p. 151). The first educational objective listed pertains to desired ‘attributes’ or 
fundamental knowledge expectations. 
The development and practice of a set of personal and professional attributes that 
enable the independent performance of the responsibilities of a physician and the 
ability to adapt to the evolving practice of medicine. These include attitudes that 
promote (a) humanism, compassion, and empathy; (b) collegiality and 
interdisciplinary collaboration; (c) continuing and lifelong self-education; (d) 
awareness of and response to one’s personal and professional limits; (e) 
community and social service; (f) ethical personal and professional conduct; (g) 
legal standards and conduct; (h) economic awareness in clinical practice. 
(Corbett, 2000, p. 151) 
The importance of communication was also stressed in objective three - “the ability to 
engage and involve any patient in a relationship for the purpose of clinical problem 
solving and care throughout the duration of the relationship,” and objective four - “the 
ability to elicit a clinical history” (Corbett, 2000, p. 151). The task force “agreed that the 
success of any effort to improve our curriculum would depend in part upon our devising a 
succinct statement of the collective purpose of faculty members, one that would be likely 
to be read, accepted, and remembered by faculty across the spectrum of biomedical and 
clinical disciplines” (Corbett, 2000, p. 151). 
American Board of Internal Medicine’s Project Professionalism 
Competence as an internist comprises not only medical knowledge, clinical 
judgment, and clinical skills including proficiency in performing certain 
procedures, but also the professional attitudes and behaviors which are the 
foundation for success as a physician. While knowledge and technical skills are 
important, how they are used is more important. (ABIM Project Professionalism, 
1995, p.5) 
In 1990, the American Board of Internal Medicine (ABIM) established a project 
to enhance the evaluation of professionalism as a component of clinical competence and 
to promote the integrity of internal medicine. In large part, the project was motivated by 
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changes, inside and outside the educational environment, and eroding professional 
standards. The project took form in 1992 with the appointment of a subcommittee, called 
Project Professionalism, that reviewed the literature, developed an issues list, asked 
questions, prepared a comprehensive syllabus, and organized workshops and symposia to 
explore those aspects of professionalism upon which the project would focus. These 
efforts led to the consideration of many issues including the profession’s accountability to 
the public and itself, professional ethics, fraud in research and the Medicare program, 
fraudulent board certificates and misrepresentation, conflicts of interest, moral and ethical 
behavior in the clinical setting, greed, and lack of conscientiousness (ABIM, 1995). 
From 1992 to 1994 the subcommittee developed a working definition of 
professionalism as well as a document for program directors and faculty to use in 
promoting the teaching and evaluation of professionalism in physicians during training. 
The subcommittee has defined the core of professionalism as constituting those 
attitudes and behaviors that serve to maintain patient interest above the physician 
self-interest. Accordingly, professionalism, as the Board has defined it within the 
project’s framework, aspires to altruism, accountability, excellence, duty, service, 
honor, integrity, and respect for others. (ABIM, 1995, p.2) 
An additional note was that although the project focused on the patient, an additional goal 
is to recognize the unique importance of professionalism within the context of 
relationships between physicians and other health professionals, between specialists, and 
between professional organizations. 
The resulting document places special emphasis on signs and symptoms of 
erosion of professionalism, such as abuse of power and sexual harassment, conflicts of 
interest, professional arrogance, physician impairment, and fraud in research. Aids and 
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barriers to developing professionalism are also described in the document, including the 
importance of role models and mentoring. 
The EFPO, the MSOP and the ABIM Project Professionalism all provide clearly 
articulated fundamental knowledge expectations of medical education graduates. The 
challenge that still remains is the assessment of, or the measurement of achievement of, 
fundamental knowledge in educational program graduates. All of the reports recognize 
the challenges in measuring the outcomes of such objectives. 
Assessment of Fundamental Knowledge in Professional Preparation 
In an address to a medical society of the University of Virginia School of 
Medicine in 1946, Wilbert Davison, a renowned medical educator from Duke University, 
stated, 
A good student will become a good physician regardless of the instructions he 
receives, while a mediocre one rarely does. The problem of the selection of these 
superior students is two-fold - What are these superior qualities and how can they 
be accurately detected? Most of us agree that if a student or physician has 
honesty, character, intelligence, a good memory, accuracy, application, 
intellectual curiosity, charity, faith, humility, hope and patience, he will surely 
become the ‘true physician,’ and that if he will use these qualities in his medical 
training and in the care of his patients, his success in practice will be assured, 
(quoted in Corbett, 2000, p. 151) 
A tension that exists regarding fundamental knowledge in educational programs is 
the question ‘can some of these qualities be taught or are they innate?’ This raises 
questions about admissions requirements, policies and procedures. Should schools try to 
admit students who already possess the desired qualities and then enhance them through 
the curriculum that they offer? If so, how do they achieve this? While desirable 
fundamental knowledge of future graduates is being defined and articulated in the 
literature, little is provided on how to achieve it, and even less on how to assess 
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achievement of it. Regrettably, little is known in this area. Hafferty (1999) explains that 
“there is literature on the measurement of values, but it is neither extensive nor 
consensus-driven” (p.977). Hafferty claims that, 
For decades, organized medical education has marqueed the claim that it produces 
physicians who are not only knowledgeable and skillful but also caring, 
trustworthy, and altruistic. The trouble is, short of pointing to test scores or to 
rates of ‘adverse events,’ organized medical education has not been able to 
document the presence and impact of its critical third leg [education of values and 
attributes]. ...Organized medical education...needs to take a leadership role in 
establishing how to document the presence (and absence) of altruism and 
dutifulness, for example, and how the process of medical education contributes to 
these - and other - core competencies. (Hafferty, 1999, p. 977-978) 
The MSOP Report I acknowledged the challenge of measuring some of the 
learning objectives set forth, and concluded by calling upon deans and faculty to begin 
development of such assessment methods: 
The Association also recognized that the learning objectives of an educational 
program are most valuable when the desired outcomes can be measured. That is, 
can one actually determine whether a student has achieved the objectives? At 
present, universally agreed upon outcome measures do not exist on all of the 
objectives set forth in this report. Although greater attention is now being paid to 
developing and implementing appropriate assessment methods, the paucity of 
suitable outcome measures presents a major challenge to the medical education 
community. Of particular importance, desired outcomes related to attitudes and 
values are difficult to measure. The Association hopes that the MSOP report will 
stimulate faculties to undertake efforts to develop assessment methods for each of 
the objectives set forth in this report. The AAMC will assist deans and faculties 
in this effort. (MSOP Report I, 1998, p. 9) 
A recent publication of Academic Medicine (June 2002) was dedicated to the 
topic of professionalism in medical education. Two articles provide insight into methods 
that faculties might adopt to monitor how well medical students manifest professional 
behaviors. Arnold (2002) offers a comprehensive review of the various methods 
available for assessing both the individual elements of medical professionalism and the 
more global manifestations of professionalism that are reflected in the ways students 
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interact with patients, patients’ families, and other members of the health care team. She 
outlines steps that could be taken to strengthen the assessment of professionalism in the 
future, including: clarification of the concept of professionalism; assessment of 
professionalism focused on professionalism in and of itself; development of instruments 
that measure the separate elements of professionalism; utilization of rigorous qualitative 
approaches to assessment, along with quantitative measures of the elements of 
professional behavior; and to consider if measurement tools should be tailored to the 
stage of a medical career. Arnold concludes that “without solid assessment tools, 
questions about the efficacy of approaches to educating learners about professional 
behavior will not be effectively answered” (p. 511). 
Misch (2002) presents a unique approach to the assessment of professional 
behaviors. He believes that professionalism must be assessed by viewing the behaviors 
of learners in their entirety rather than by deconstructing their behaviors into the 
individual elements of professionalism. He maintains that it is the way that learners 
conduct themselves in their interactions with patients and others on a day-to-day basis 
that should be judged. He offers a new approach for the assessment of professionalism: 
members of the faculty who have been trained to recognize the elements of 
professionalism be responsible for assessing how those elements are reflected in the 
totality of the students’ behaviors. Misch explains that professionalism and humanism 
are “aspects of the art, rather than the science, of medicine” (p. 489). He suggests that 
the assessment of these aspects of the art of medicine has more in common with the 
approaches used in criticism of the arts than with the quantitative assessment tools 
appropriate to the scientific method and the medical model. Misch proposes that 
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humanism “connoisseurs” be used to qualitatively evaluate medical trainee’s 
professionalism and humanism. Such connoisseurs would possess expert knowledge, 
training, and experience in the interpersonal aspects of the art of medicine, allowing them 
to deconstruct concepts such as empathy, compassion, integrity, and respect into their 
respective key elements while evaluating physicians’ behaviors as an integrated, cohesive 
whole. 
While the assessment of student’s professionalism is clearly important, according 
to Whitcomb (2002), “before focusing on methods for such assessment, deans and 
faculties must pay attention to the ways they promote professionalism among their 
students” (p.473). 
In this regard, it is clear that the development of professionalism depends first and 
foremost on what students observe and experience as they go about their daily 
activities in the hospital, in the clinics, and in practicing physicians’ offices. The 
kinds of experiences that they have in the clinical environment, particularly their 
interactions with faculty, will determine to a great degree how their professional 
attitudes and behaviors are shaped. (Whitcomb, 2002, p. 473) 
Whitcomb continues that because of this, one of the major challenges facing the 
medical education community “is to make certain that the attitudes and behaviors that 
characterize medical professionalism are manifested on a regular and consistent basis in 
the clinical environments in which medicine is practiced and learned” (p.473). Ginsberg 
and colleagues (2002) examined this point by recording the kinds of lapses in 
professional behaviors that medical students regularly confront as they interact with 
members of the faculty, and by providing a framework for characterizing the nature of 
those lapses. Their work was a preliminary effort to identify and resolve the discrepancy 
between abstract definitions of professionalism and students’ interpretations of 
professionalism in context. The authors utilized focus-group methods, which they felt 
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“facilitated the discovery of a richer set of students’ stories than has been reported in 
other studies. .. .By allowing grounded themes to emerge from the stories themselves, we 
excavated unique categories of what students perceived to be professional lapses, which 
have not been previously described” (p.521). 
Our student-based taxonomy enhances traditional frameworks for interpreting 
professionalism in three ways. First, as their titles suggest, our taxonomy 
approaches professionalism through an emphasis on concrete behaviors. Second, 
our focus on behaviors directs attention towards a contextual understanding of 
individual professional behavior. Third, our taxonomy is grounded in students’ 
own descriptions of professional lapses. These advances are important, because 
the behaviors that students report as salient do not map easily onto standard 
definitions. This approach allows us to appreciate what students perceive to be 
lapses, an appreciation that may be particularly vital when the lapses reported do 
not necessarily strike experienced physicians as such. If students are perceiving 
lapses where faculty may not, then faculty’s behavior is shaping students’ 
developing professional judgment when we may least expect it and, therefore, not 
address it. (Ginsburg, et al., 2002, p.521) 
Whitcomb (2002) suggests that to alter faculty attitudes that affect students 
adversely, it is important for the leadership of medical schools and teaching hospitals to 
make it clear that certain behaviors are not acceptable. 
Equally important, they should set forth a list of the explicit attitudes and 
behaviors that are likely to have a positive impact on the professional 
development of students and residents, and challenge faculty to model those 
attitudes and behaviors as they go about their daily duties. (Whitcomb, 2002, 
p.474) 
In an article based on his President’s Address at the 2001 AAMC annual meeting, Cohen 
(2002) addresses some of the current realities within medical education, including an 
admissions process that overemphasizes indices of academic achievement and 
underemphasizes the personal characteristics sought in applicants, and the socialization 
process in medical schools which can often dehumanize students and convert idealistic 
ones into cynics. 
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We have tended to assume that the good people we admit to medical school will 
remain good no matter what kind of behavior we visit on them or parade in front 
of them. All the evidence points the other way. (Cohen, 2002, p.478) 
According to Cohen there exists a gap “between what kind of doctors we say we want our 
students to become and what kind of doctors we actually teach them to be” (p.478). 
Cohen suggests as a first step that leaders of the medical education community enter into 
a compact with students that would spell out the norms of behavior expected of all 
involved in the learning process. 
By strengthening our explicit commitment to the ethical underpinnings and moral 
imperatives of the doctor-patient relationship, and by making that commitment 
unmistakably visible to applicants, to our students, to the public at large, and to 
ourselves, we can ensure that the best and brightest continue to clamor for entry 
into medicine, the most appealing of all possible human endeavors. (Cohen, 
2002, p. 479) 
Regarding fundamental knowledge expectations of medical school graduates, according 
to Whitcomb (2002), 
The goal is clear - to create within medical schools and teaching hospitals an 
institutional culture that places value on commendable professional behaviors, 
and that is intolerant of behaviors that do not conform to established standards. 
(Whitcomb, 2002, p. 474) 
Athletic training educators have been focused on the technical knowledge 
expectations of its graduates, and as educational reform continues an examination of 
fundamental knowledge expectations of graduates will be warranted and medical 
education literature will provide a rich resource of information. Medical educators have 
been focusing on the fundamental knowledge expectations of its graduates. Medical 
educators have spent considerable time and effort defining, implementing and devising 
ways to assess the development of fundamental knowledge in its graduates. 
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Integrating Fundamental Knowledge into Medical Education Accreditation 
Fundamental knowledge expectations of medical school graduates have been 
integrated into the accreditation process of medical education programs. While athletic 
training education and medical education are two completely separate entities, both 
educational programs are subjected to an external accreditation process. It is worthwhile 
to examine some of the steps medical educators have taken to integrate fundamental 
knowledge into the medical education process. To this end, accreditation standards, 
clinical education, and admissions standards will be reviewed. 
Accreditation Standards 
Medical education programs and athletic training education programs must meet 
standards set by external accreditation agencies. The Liaison Committee on Medical 
Education (LCME) accredits medical education programs leading to the M.D. degree in 
the United States. To achieve and maintain accreditation, medical education programs 
leading to the M.D. degree must meet the standards set in the document Functions and 
Structure of a Medical School: Standards for Accreditation of Medical Education 
Programs Leading to the M.D. Degree (July 2003). This document and the CAAHEP 
Standards and Guidelines document are similar in that they both present the educational 
requirements that need to be met to achieve accreditation. Both documents address the 
many components of an educational program including governance and administration, 
educational objectives, the students, the faculty, and educational resources. 
While the CAHEEP document addresses very little in the way of fundamental 
knowledge expectations of program graduates directly, the LCME document addresses a 
substantial amount of fundamental knowledge expectations of program graduates. As 
Christakis (1995) noted earlier, “it is well to ask whether exhortations of official bodies 
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are capable of radically changing the behavior of complex and long-standing academic 
institutions” (p.711). Probably not, but by integrating the “official bodies” 
• . 
recommendations into accreditation standards that academic institutions must meet, 
change is likely to occur, which is exactly what has happened. The LCME document has 
integrated parts of the AAMC’s Medical School Objectives Projects into its accreditation 
standards. Many of the newly integrated standards will take effect in July 2004. The 
following is an example of a recently added standard with its explanatory annotation, 
which directly addresses fundamental knowledge expectations of program graduates. 
The objectives and their associated outcomes must address the extent to which 
students have progressed in developing the competencies that the profession and 
the public expect of a physician, [standard adopted March 2003; to take effect 
July 2004] 
There are several widely recognized definitions of the characteristics 
appropriate for a competent physician, including the physician attributes 
described in the AAMC’s Medical School Objectives Projects... To 
comply with this standard, a school should be able to demonstrate how its 
institutional learning objectives facilitate the development of such general 
attributes of physicians. (LCME Standards, 2003, p.10) 
The following are other standards in the LCME document that directly address 
fundamental knowledge expectations of medical school graduates. 
There must be specific instruction in communication skills as they relate to 
physician responsibilities, including communication with patients, families, 
colleagues, and other health professionals. (LCME Standards, p.12) 
A medical school must teach medical ethics and human values, and require its 
students to exhibit scrupulous ethical principles in caring for patients, and in 
relating to patients’ families and to others involved in patient care. (LCME 
Standards, p. 13) 
The CAHEEP Standards and Guidelines document does not address the ‘characteristics 
appropriate for a competent’ athletic trainer, or the ‘development of such general 
attributes’ of athletic trainers. 
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Clinical Education 
The structure and content of clinical education experiences for medical students 
and athletic training students is set forth in each disciplines respective accreditation 
standards document. The LCME document requires the following: 
The objectives for clinical education must include quantified criteria for the types 
of patients (real or simulated), the level of student responsibility, and the 
appropriate clinical settings needed for the objectives to be met. 
Each course or clerkship that requires physical or simulated patient 
interactions should specify the numbers and kinds of patients that students 
must see in order to achieve the objectives of the learning experience. 
They should also specify the extent of student interaction with patients and 
the venue(s) in which the interactions will occur. A corollary requirement 
of this standard is that courses and clerkships will monitor and verify, by 
appropriate means, the number and variety of patient encounters in which 
students participate, so that adjustments in the criteria can be made if 
necessary without sacrificing educational quality. (LCME Standards, 
2003, p.10) 
Clinical instruction must cover all organ systems, and include the important 
aspects of preventive, acute, chronic, continuing, rehabilitative, and end-of-life 
care. (LCME Standards, p. 12) 
Clinical experience in primary care must be included as part of the curriculum. 
(LCME Standards, p.12) 
The curriculum should include clinical experiences in family medicine, internal 
medicine, obstetrics and gynecology, pediatrics, psychiatry, and surgery. (LCME 
Standards, p.12) 
Student’s clinical experiences must utilize both outpatient and inpatient settings. 
(LCME Standards, p.12) 
The CAAHEP document states the following regarding the structure of the 
clinical education experience. 
A minimum period of two academic years of clinical experience associated with 
course credit shall be obtained. Courses shall include objective criteria for 
successful completion. The clinical setting shall include the athletic training 
room(s), athletic practices, and competitive events for a minimum of one of the 
two academic years under the direct supervision of a Certified Athletic Trainer. 
There shall be exposure to upper extremity, lower extremity, equipment intensive, 
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and general medical experiences of both genders. (CAHEEP Standards and 
Guidelines, 2001, p. 10) 
While the LCME and CAAHEP documents both address the structure and content of the 
clinical experience, the LCME mandates more to ensure the breadth and quality of the 
students experience by monitoring the number and variety of patient encounters students 
are exposed to, and their level of responsibility in patient care during each experience. 
The LCME document consistently refers to student supervision occurring by a 
member of the medical school’s faculty and the importance of this person being familiar 
with the goals and objectives of the medical school itself. “Supervision of student 
learning experiences must be provided throughout required clerkships by members of the 
medical school’s faculty” (LCME, p.13). Throughout the document it stresses that 
anyone supervising or teaching medical students “must be familiar with the educational 
objectives of the course or clerkship and be prepared for their roles in teaching and 
evaluation” (LCME, p.13). This step helps to ensure that those overseeing medical 
students are aware of and enforcing the fundamental knowledge expectations set forth in 
the program’s goals and objectives. 
Part of athletic training education reform was the implementation of approved- 
clinical instructors (ACI) to oversee students in clinical experiences, which subsequently 
was added to the CAAHEP Standards and Guidelines document as well. 
The athletic training curriculum shall include provision for clinical experiences 
under the direct supervision of a qualified clinical instructor or ACI (see Section I, 
B, i b) in an appropriate clinical setting. (CAAHEP Standards and Guidelines, 
2001, p. 9) 
Supervised clinical experiences shall involve daily personal contact and 
supervision between the clinical instructor and the student in the same clinical 
setting. The instructor shall be physically present in order to intervene on behalf 
of the individual being treated. (CAAHEP Standards and Guidelines, 2001, p. 10) 
63 
The addition of ACI’s in athletic training clinical education was to ensure that those 
overseeing students clinical experiences had knowledge of the overall program 
objectives, and an understanding of student assessment. An “effective ratio of students to 
clinical instructors” is also required. “A ratio of students to clinical instructor should 
foster substantial personal involvement with a maximum ratio of 8:1 recommended” 
(CAHEEP Standards and Guidelines, 2001, p. 11). 
Both the LCME and CAAHEP documents set forth guidelines regarding the 
evaluation of students. The LCME states the following regarding the evaluation of 
students, which includes the evaluation of fundamental knowledge. 
The medical school faculty must establish a system for the evaluation of student 
achievement throughout medical school that employs a variety of measures of 
knowledge, skills, behaviors, and attitudes. 
Evaluation of student performance should measure not only retention of 
factual knowledge, but also development of the skills, behaviors, and 
attitudes needed in subsequent medical training and practice, and the 
ability to use data appropriately for solving problems commonly 
encountered in medical practice. (LCME Standards, p.14) 
There must be ongoing assessment that assures students have acquired and can 
demonstrate on direct observation the core clinical skills, behaviors, and attitudes 
that have been specified in the school’s educational objectives. (LCME 
Standards, p.14) 
There must be evaluation of problem solving, clinical reasoning, and 
communication skills. (LCME Standards, p.14) 
CAAHEP states the following regarding the evaluation of students attainment of 
program objectives. 
Evaluation methods/systems shall be implemented for both didactic and 
supervised clinical education components. They shall be employed frequently 
enough to provide students and program officials with timely indications of the 
students’ progress and academic standing and to serve as a reliable indicator of 
the effectiveness of course design and instruction. (CAAHEP Standards and 
Guidelines, 2001, p. 6) 
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Comparing medical education evaluation standards to athletic training evaluation 
standards, illustrates the efforts of medical educators to ensure that fundamental 
knowledge expectations of medical school graduates are being achieved. Fundamental 
knowledge expectations of graduates have been clearly incorporated into medical 
education accreditation requirements. 
Admissions 
Another important comparison between the LCME and CAAHEP documents is 
the discussion of the admission of students. Both documents discuss admissions 
procedures for entry into their respective programs, however the LCME document also 
describes the desirable personal attributes of medical school applicants. 
Medical schools must select students who possess the intelligence, integrity, and 
personal and emotional characteristics necessary for them to become effective 
physicians. (LCME Standards, 2003, p. 18) 
The LCME document addresses admissions issues in much more detail than the 
CAAHEP document, including premedical requirements of incoming students, the 
selection of students, and visiting and transfer students. 
In summary, a major difference between the LCME and CAAHEP documents are 
the clearly articulated fundamental knowledge expectations of program graduates. The 
examination of fundamental knowledge expectations of medical school graduates began 
in 1996 with the AMA’s MSOP, and many of the LCME’s expectations are recent 
additions based on the MSOP, with most to take effect in July of 2004. Athletic training 
education reformers have looked to medical education as a “model” when devising and 
implementing reform efforts. Before athletic training educators integrate fundamental 
knowledge expectations into the CAAHEP Standards and Guidelines, a consensus 
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among the profession would need to be reached regarding what fundamental knowledge 
should be expected of the entry-level professional in athletic training. The result of such 
an investigation would clearly articulate to the profession, entry-level professionals, and 
athletic training educators what is expected in fundamental knowledge of the entry-level 
professional. 
Conclusion 
A set body of technical knowledge and skills, and one route of entry into the 
profession are goals that the medical profession achieved in the early 1900’s. The 
medical profession has recently spent considerable time and energy fostering the concept 
of professionalism in its educational programs. The profession has moved well beyond 
“exhortations of official bodies” for more professionalism of its medical school 
graduates. Medical accrediting agencies such as the Liaison Committee for Medical 
Education and the Accreditation Council for Graduate Medical Education, as well as the 
American Board of Internal Medicine, all mandate their expectation that medical 
students, residents, and fellows be trained and formally assessed for professionalism and 
humanistic knowledge, attitudes, and skills. 
The profession of athletic training has been focused on the development and 
implementation of a standard body of technical knowledge and skills and one route of 
entry into the profession, which takes effect in 2004. Fundamental knowledge is not 
directly addressed in athletic training literature, nor is there any type of consensus 
statement of the elements of professionalism expected of athletic trainers, as there is in 
medical education literature. Once technical knowledge standards and a single route of 
entry into the profession are implemented, the examination of fundamental knowledge 
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expectations of entiy-level athletic trainers may begin to be examined by athletic training 
educators. 
This study may serve as such a beginning. It provides insight into the elements 
of fundamental knowledge recent program graduates obtained from their educational 
experience, particularly the clinical education experience. This study also provides 
insight into the challenges participants encountered as entry-level professionals, most of 
which involved elements of fundamental knowledge not technical knowledge. This may 
provide evidence that it is time for the profession of athletic training to address 
fundamental knowledge expectations of its graduates, and ensure that they are receiving 
the proper preparation for a successful transition into the workplace. 
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CHAPTER 3 
METHODS 
This chapter discusses the methodology used to conduct this study, the selection 
of participants, the interview process, and the analysis and interpretation of data. This 
chapter also discusses and reviews the methodology used in existing athletic training 
education literature. 
Methodological Perspective 
This study used an in-depth phenomenological interviewing methodology. 
“Phenomenology is a school of philosophical thought that underpins all of qualitative 
research... Qualitative research draws from the philosophy of phenomenology in its 
emphasis on experience and interpretation...” (Merriam, 1998, p. 15). According to 
Patton, phenomenological study focuses on the question “What is the structure and 
essence of experience of this phenomenon for these people?” (1990, p. 69). The 
phenomenon being experienced may be an emotion, a relationship, a program, an 
organization, or a culture. Phenomenological study “focuses on descriptions of what 
people experience and how it is that they experience what they experience” (Patton, 
1990, p. 71). 
This study used in-depth interviewing and qualitative analysis. “The purpose of 
in-depth interviewing is not to get answers to questions, nor to test hypotheses, and not to 
‘evaluate’ as the term is normally used. At the root of in-depth interviewing is an interest 
in understanding the experience of other people and the meaning they make of that 
experience” (Seidman, 1998, p. 3). This study sought to gain an understanding of 
students’ 800-hour clinical education experience and the meaning that students make of 
this experience. According to Weiss, “Qualitative interviewing is a fundamental method 
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for learning about the experiences of others” (1994, p. ix). Patton (1990) further explains 
the uses of interviewing as a method for learning about the experiences of others. 
“Interview data for program evaluation purposes allow the evaluator to capture the 
perspectives of program participants... What does the program look and feel like to the 
people involved? What are the experiences of program participants? ... What changes do 
participants perceive in themselves as a result of their involvement in the program?” 
(Patton, 1990, p.278-279). 
Qualitative research developed in part as a critique of the artificial settings of the 
laboratory, searching for ways to systematically understand people’s lived experiences. 
Doing research in the field - rather than in the laboratory or through a mailed 
questionnaire - became an important, complementary, and legitimate approach to social 
science. Qualitative researchers go to the people; they do not extricate the people from 
their everyday worlds (Rossman & Rallis, 1998, p.8). Qualitative researchers are 
particularly interested in how people develop meaning out of their lived experiences. 
Qualitative inquiry is most appropriate for answering questions relative to processes, site- 
specific phenomena, contexts, programs, or situations in which little is known (Pitney & 
Parker, 2001). Patton (1990) further clarifies the purpose of utilizing qualitative methods 
stating, “...the point of using qualitative methods is to understand naturally occurring 
phenomena in their naturally occurring states” (p. 41). 
Qualitative research acknowledges and accepts that the researcher will play a 
subjective role in the study since the research is interactive. The researcher is involved, 
face-to-face, with participants in the study. Qualitative studies “take the researcher into 
the field, into complex and varied interactions with the participants. This implies that the 
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knowledge constructed during a qualitative study is essentially interpretive: The 
researcher makes meaning (interprets) what he learns as he goes along” (Rossman & 
Rallis, 1998, p. 26). Qualitative research accepts that this is a subjective process. 
Qualitative research studies do not follow the same rules of sampling, validity, 
and reliability as quantitative research studies do. For each of these methods of research 
there are differing standards of practice and measures of success. 
Validity in quantitative research depends on careful instrument construction to 
ensure that the instrument measures what it is supposed to measure, and on standardized 
procedures for its administration. The focus is on the measuring instrument - the test 
items, survey questions or other measurement tools. “In qualitative inquiry the researcher 
is the instrument. Validity in qualitative methods, therefore, hinges to a great extent on 
the skill, competence, and rigor of the person doing fieldwork” (Patton, 1990, p.14). 
Reliability in quantitative methods typically relies on the reproducibility or 
consistency of the findings. This is not the case in qualitative methods. “The purpose of 
qualitative research is not to immaculately replicate what has gone before; in fact, such 
replication is impossible, given the dynamic nature of the social world and given that the 
researcher is not an instrument in the experimental sense” (Rossman & Rallis, 1998, p. 
46). Reliability in qualitative studies considers how thoughtfully and dependably the 
researcher conducted the study - it focuses directly on implementation. Was the study 
well conceived and conducted? Are decisions clear? Was sufficient evidence gathered 
and presented? Was the researcher rigorous in searching for alternative explanations for 
what was learned? Have differing interpretations been put forward and assessed 
(Rossman & Rallis, 1998)? 
70 
This study aims to understand the 800-hour clinical education experience of six 
individual students through the sharing of their stories and experiences and the meaning 
that they make of this experience as they have entered into the workplace. It does not aim 
to create reproducible results that can be applied to all student experiences. 
Neither does this study aim to produce generalizable results. Qualitative research 
“does not claim to be generalizable in the statistical sense, but it can still be useful for 
other settings” (Rossman & Rallis, 1998, p.47). By providing “rich, thick description” 
(p.47) of methods, process, and results, as well as detail about context, potential users of 
the research can then determine for themselves if the study is useful and insightful 
(Rossman & Rallis, 1998). An understanding of six students’ experiences in an entry- 
level athletic training education program may provide valuable information to all 
individuals involved in athletic training education programs. Readers of this research 
will determine how the results of this study relate to their circumstances to better 
understand, and in turn improve, the entry-level athletic training education experience 
they provide. 
Review of Methodology in Athletic Training Education Literature 
As a profession, we have grown tremendously over the last several decades, 
particularly in the area of clinical research. Our scientific inquiry into the clinical 
application of athletic training has led to new practice and theory. Thus, it is only 
natural that our professional quest evolve to include educational research... As 
we become better clinicians, so must we strive to better educate our students. 
(Wiksten, 2002, p. S-160) 
In this section, we will examine how athletic training education research has 
historically been conducted. Athletic training education studies have been focused on 
technical knowledge aspects of the process, have predominantly used quantitative 
research methods, and have limited use of students in the research process. Specific 
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results of various research studies will be discussed in more detail in Chapter Six as 
appropriate to the findings of this study. 
The amount of research in athletic training education has increased in the past 
decade, however there still exists very little. After reviewing “the limited amount of 
peer-reviewed literature on athletic training education that has been published in athletic 
training journals,” Sammarone Turocy (2002) found that “a very limited number of 
comprehensive scientific investigations of the educational standards and practices in 
athletic training education have been carried out” (p. S-162). She also compared the 
amount of educational research in athletic training to other allied health professions, and 
concluded that, “the amount of research in athletic training education is limited when 
compared with the amount and quality of educational research available in other 
professions, such as medicine, nursing, dentistry, physical therapy, and occupational 
therapy” (p. S-162). 
As educational reform continues to unfold in athletic training, it is important for 
all certified athletic trainers to understand the research that undergirds the 
educational practices in athletic training. Many of the professions educational 
practices have been taken from standards and methods developed by the 
discipline of education, with very little validation for applicability to the 
discipline of athletic training. (Sammarone Turocy, 2002, p. S-162) 
Entry-level athletic training education literature predominantly addresses the 
dissemination of technical knowledge. Such topics include educational reform (Dolan, 
1996; Martin & Buxton, 1997; Mathies et al., 1995; McMullan, 1996),professional 
preparation (Curtis, 1995; Fuller, 1997; Misasi et al., 1996; Weidner & Vincent, 1992), 
clinical education and supervision (Anderson et al., 1997; Curtis et al., 1998; Foster & 
Leslie, 1992; Laurent & Weidner, 2001; Weidner & Laurent, 2001), student learning 
styles (Brower et al., 2001; Coker, 2000; Harrelson et al., 1998), instructional issues 
72 
(Bazluki, 1993; Fincher & Wright, 1996; Fuller, 1997; Wiksten et al., 1998), student 
achievement (Erickson & Martin, 2000; Harrelson et al., 1997; Middlemas et al., 2001; 
Starkey & Henderson, 1995; Turocy et al., 2000), and student assessment (Hannam, 
1995). This study explored a component of entry-level athletic training professional 
preparation other than technical knowledge, that of fundamental knowledge. Very little 
research exists involving fundamental knowledge in athletic training professional 
preparation. 
Most studies in athletic training education literature utilize quantitative research 
methods; i.e. surveys/questionnaires (Anderson et al., 1997; Curtis, 1995; Fincher & 
Wright, 1996; Erickson & Martin, 2000; Foster & Leslie, 1992; Laurent & Weidner, 
2001; Mathies et al., 1995; Weidner & Vincent, 1992), exam results (Harrelson et al., 
1997; Middlemas et al., 2001; Starkey & Henderson, 1995; Turocy et al., 2000; Wiksten 
et al., 1998;), and measurement instruments (Brower et al., 2001; Coker, 2000; Harrelson 
et al., 1998; Misasi et al, 1996). An exception was a study by Curtis et al. (1998), which 
used critical incident reporting forms. Students were asked to describe helpful and 
hindering incidents as they occurred during their clinical experience. While the data from 
the critical incident forms was inductively analyzed, categorized, and reported in raw 
numbers and percentages resembling most quantitative studies, the authors did share the 
students’ words to describe helpful and hindering clinical instructor behaviors. 
A recent article appearing in the Journal of Athletic Training titled “Qualitative 
Inquiry in Athletic Training: Principles, Possibilities, and Promises” (Pitney & Parker, 
2001), discussed the “paucity” of use of qualitative research methods and provides 
insight into how such methods can benefit the profession of athletic training. 
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Although athletic training is largely a scientific field of study, we must recognize 
the potential promise qualitative research offers to help us further understand our 
professional roles in a social context. (Pitney & Parker, 2001, p. 188) 
Subsequently, there has been an increase in published research studies using qualitative 
research methods in the Journal of Athletic Training (Malasam et al., 2002; Pitney, 2002; 
Pitney, et al., 2002). Masasam et al. (2002) interviewed seven expert male NCAA 
Division I certified athletic trainers to identify the major influences in their professional 
development. Pitney et al. (2002) interviewed Division I certified athletic trainers “to 
explore the experiences related to how participants were socialized into their professional 
roles in Division I” (p. 63). And in a similar study, Pitney (2002) interviewed high 
school certified athletic trainers “to explore the experiences related to how ATC’s learned 
their professional role in the high school setting” (p. 286). While entry-level athletic 
training education was not the focus of any of these studies, all three authors discuss the 
implications of their research on the educational process, which is further discussed and 
related to the findings of this study in Chapter Six. 
Students have not been active participants in most athletic training education 
studies. Research information has been predominantly obtained from program directors 
(Anderson et al., 1997; Curtis, 1995; Fuller, 1997; Erickson & Martin, 2000; Fincher & 
Wright, 1996; Weidner & Laurent, 200\), faculty and supervising certified athletic 
trainers (Anderson et al., 1997; Foster & Leslie, 1992; Laurent & Weidner, 2001; Misasi 
et al., 1996; Weidner & Laurent, 2001), or those considered experts in a particular area 
(Mathies et al., 1995). Student generated information has been obtained in student 
learning studies (Brower et al., 2001; Coker, 2000; Harrelson et al., 1998;), teaching 
methods (Wiksten et al, 1998), student achievement studies (Harrelson et al., 1997; 
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Middlemas et al., 2001; Starkey & Henderson, 1995; Turocy et al., 2000), and clinical 
education studies (Anderson et al., 1997; Curtis et al., 1998; Laurent & Weidner, 2001; 
Weidner & Laurent, 2001). The study by Curtis et al. (1998) utilizing critical incident 
report forms was the only study that shared words of the students themselves. 
Most studies that use student-generated information call upon students currently 
enrolled in entry-level programs. Typically students report something about themselves 
(i.e. learning style, test score) or they are asked to assess something in the here and now 
of their educational experience (i.e. supervisor behaviors). Weidner & Vincent (1992) 
surveyed recent program graduates to determine the perceived adequacy of professional 
preparation. Through the use of a self-reporting questionnaire, participants rated their 
perceptions of adequacy of professional preparation and growth in several academic and 
clinical task areas. This study will also call upon recent program graduates to discuss and 
reflect upon their professional preparation. While Weidner and Vincent did explore 
professional maturity and readiness to enter the workplace, there are many other facets to 
professional growth and development that need to be explored. 
With the full implementation of entry-level athletic training education reform in 
2004, the profession will have achieved one educational route to NATABOC 
certification, and the existence of a common curriculum in all entry-level education 
programs. The dissemination of technical knowledge will be the same for all entry-level 
professionals. In light of what athletic training education is trying to accomplish, it is not 
surprising that existing literature has predominantly addressed the technical knowledge of 
professional preparation. However, with the implementation of technical knowledge 
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expectations almost complete, it is time for athletic training educators to explore the 
dissemination of fundamental knowledge in professional preparation programs. 
Recent program graduates were participants in this study. This study provides a 
snapshot of what other than technical knowledge - in fundamental knowledge - students 
are learning from their clinical education experience. This will provide useful 
information regarding what the clinical experience has been providing students, and 
possibly what important aspects of this experience, as identified by the participants of the 
study, may not want to be lost as athletic training education programs transition into a 
new clinical education experience structure. 
Participants 
Criteria for Inclusion 
There are a variety of factors that may influence a students’ clinical education 
experience, i.e. quality of the program/setting, quality of the supervisor, previous 
professional experience, gender, age, and race. In an attempt to achieve consistency in 
each participant’s clinical education experience, all participants were required to meet the 
following criteria: 1) graduation within the past two years from a CAAHEP accredited 
athletic training program (at least 5 years of CAAHEP status) offered as a major program 
of study at the institution; 2) currently a NATABOC certified athletic trainer; 3) at least 
six months of employment as an ATC; and 4) no participation in structured educational 
activities since graduation from their CAAHEP athletic training program. No 
participation in other structured educational activities was to ensure that participant’s 
stories and reflections were solely in reference to their CAAHEP-accredited athletic 
training education experience. In an attempt to achieve a variety of participant 
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perspectives and experiences, six graduates, four males and two females, from three 
different institutions were interviewed. 
Five of the six participants were employed full-time as certified athletic trainers 
after graduation. However, one participant was employed as a physical education 
teacher/certified athletic trainer/coach in a public high school setting. After much 
consideration and careful review of her interview transcripts it was decided to include her 
in the study. Of primary importance was her reflection on her educational experience in 
the athletic training education program. 
Participant Recruitment and Initial Contact 
“Purposeful sampling is based on the assumption that the investigator wants to 
discover, understand, and gain insight and therefore must select a sample from which the 
most can be learned” (Merriam, 1998, p.61). According to Patton (1990), “the logic and 
power of purposeful sampling lies in selecting information-rich cases for study in depth. 
Information rich cases are those from which one can learn a great deal about issues of 
central importance to the purpose of the research...” (p. 169). Purposeful sampling was 
utilized for this study. 
Participants were obtained through contact with athletic training program 
directors at institutions that met the participant selection criteria - CAAHEP-accredited 
status for at least five years, and the athletic training program offered as a major program 
of study. The researcher then contacted potential participants by phone to discuss the 
nature and purpose of the study and their willingness to participate. 
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Prior to participation in the study, participants were given an Informed Consent 
Form detailing the study’s objectives and their rights as participants. Each participant 
was required to sign the form in order to participate in the study. 
Descriptions of the Participants’ Colleges 
The six participants in this study were graduates of State College, Private College, 
or Private University. The particular type of institution the student attended was not a 
consideration for this study. The names State College, Private College, and Private 
University are being used simply to differentiate institutions. What was of importance 
was that the athletic training education program had been accredited for a minimum of 
five years, and offered as a major program of study at the institution. 
Three participants were graduates of State College, which has offered an athletic 
training education program (ATEP) since 1975. State College’s ATEP program was 
formally accredited by CAAHEP in 1996. Students interested in completing the ATEP 
apply for admission Fall of their Sophomore year. Following acceptance into the 
program, students begin a two-year clinical education experience. The program requires 
124 credit hours, 52 of which are specific to athletic training. Graduates of the program 
receive the Bachelor of Science degree in Athletic Training. 
Two participants were graduates of Private College, which has offered an ATEP 
since 1975. Private College’s ATEP was formally recognized by CAAHEP in 1997. 
Students interested in completing the ATEP apply to the program when they apply for 
admission to Private College. First-year students admitted into the ATEP are enrolled as 
athletic training majors; there is no secondary selection process. Students complete 132 
credit hours, 60 of which are specific to athletic training, and students participate in 
78 
clinical education experiences throughout their four years. Graduates of the program 
receive the Bachelor of Science degree in Athletic Training. 
One participant was a graduate of Private University, which is a cooperative 
education institution offering a five-year ATEP. Private University has offered an ATEP 
since 1977, and its ATEP was formally recognized by CAAHEP in 1996. Students 
interested in completing the ATEP apply to the program when they apply to Private 
University for admission. First-year students admitted into the ATEP are enrolled as 
athletic training majors; there is no secondary selection process. Students complete 189 
quarter-hours, 67 of which are specific to athletic training, and students participate in 
clinical education and co-op work experiences throughout the five-year program. 
Graduates of the program receive the Bachelor of Science degree in Athletic Training. 
Data Collection 
The goal of this study was to gain an understanding of the employed recent 
graduate’s perspective of their 800-hour clinical education experience. To achieve this, 
two one and a half hour in-depth interviews were conducted with each participant. Open- 
ended questions were utilized during semi-structured interviews to allow participants the 
opportunity to reconstruct and share their experiences as athletic training students and to 
explore the essence of this experience. Merriam (1998) describes semi-structured 
interviews as a mix of more and less structured questions. Usually, specific information 
is desired from all the respondents, in which case there is a highly structured section to 
the interview. But the largest part of the interview is guided by a list of questions or 
issues to be explored, and neither the exact wording nor the order of the questions is 
determined ahead of time. This format allows the researcher to respond to the situation at 
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hand, to the emerging worldview of the respondent, and to new ideas on the topic 
(Merriam, 1998, p. 74). 
It is important to note here that while the researcher is interested in fundamental 
knowledge learned in the clinical education experience, the primary purpose of this study 
is to explore the graduates’ perspective of their clinical education experience. Graduates 
may share stories and experience involving fundamental knowledge learned, technical 
knowledge learned, both, or neither. In an effort to eliminate the researcher’s bias, 
participants were asked to discuss what they perceived as meaningful in their clinical 
education experience by sharing their stories. “The purpose of gathering responses to 
open-ended questions is to enable the researcher to understand and capture the points of 
view of other people without predetermining those points of view through prior selection 
of questionnaire categories” (Patton, 1990, p. 24). What they chose to discuss was what 
they perceived as meaningful. 
Prior to interviewing, the researcher investigated the details of each participant’s 
undergraduate athletic training education program. This allowed the researcher to have a 
better understanding of the structure and delivery of the clinical education experience for 
the participant in each program. Any details that could not be ascertained from this 
investigation were clarified during interviews with each participant. 
The purpose of the first interview was to learn about the participant’s current 
employment experience. The interview began with the researcher introducing herself and 
explaining the purpose of the study as gaining insight into the educational experience. In 
order to put the participant at ease, some “get to know” each other questions were asked 
and shared between the interviewer and interviewee. Examples include: where they are 
80 
originally from, how they chose to attend their undergraduate college, and how they 
became interested in athletic training. 
The interview then transitioned to the participants current work situation; how 
they came to be there, job responsibilities, a typical day. Participants were asked to share 
their stories and experiences as an entry-level certified athletic trainer. In an effort to 
establish an atmosphere of trust, interest and ease, the researcher used interviewing 
techniques such as active listening, and follow-up and probing questions (Kvale, 1996; 
Rubin & Rubin,1995). 
The purpose of the second interview was to learn the specifics of the participants’ 
800-hour clinical education experience, and for participants to share stories and 
experiences as student athletic trainers. The interview utilized open-ended questions to 
understand the details of the participants’ clinical education experience. Relationships 
with other student athletic trainers, faculty, supervising certified athletic trainers, coaches, 
student athletes, and parents were explored. Participants were then asked to reflect on the 
meaning of their clinical education experience from the perspective of being a recently 
employed ATC. 
Sharing experiences as an entry-level professional in the first interview, and 
describing details, stories, and experiences of their clinical education experience in the 
second interview, a foundation was laid by participants for reflecting upon the meaning 
of their educational experience in their present lives. 
Data Analysis and Interpretations 
“The ultimate goal of qualitative research is to transform data into information 
that can be used” (Rossman & Rallis, 1998, p. 11). 
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Researchers have found that transforming the spoken words of participants into a 
written text facilitates analysis and reporting of their experiences and reflections 
(Seidman, 1998; Weiss, 1994). “Direct quotations are a basic source of raw data in 
qualitative inquiry, revealing respondents’ depth of emotion, the ways they have 
organized their world, their thoughts about what is happening, their experiences, and their 
basic perceptions” (Patton, 1990, p. 24). All interviews were tape-recorded and 
transcribed. 
First interviews were transcribed and reviewed prior to conducting second 
interviews. In qualitative research, “data analysis begins while the interviewing is still 
under way” (Rubin & Rubin, 1995, p. 226). By examining the data that has already been 
collected, decisions can be made regarding areas to further explore or clarify during the 
second interview. 
Upon the completion of all interviews, further analysis and interpretation was 
conducted. “Interpreting is not a process researchers do only near the end of the project. 
Even as interviewers question their participants, tentative interpretations may begin to 
influence the path of their questioning” (Seidman, 1998, p. 110). In Chapter Six, 
common themes that presented during transcript analysis are explored and presented in 
written format in light of existing literature. 
A strategy to help establish the accuracy of qualitative research, and to control 
researcher bias, is to share interpretations of emergent findings with participants, often 
called “member checks” (Merriam, 1998; Rossman & Rallis, 1998). Once transcript 
analysis was complete, initial findings were sent to each participant in the study for 
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review and comment. Returned transcripts were reviewed and comments incorporated 
into the study’s findings. 
Significance and Limitations of Study 
It is hoped that the results of this study will serve to enlighten and inform the 
profession, athletic training educators, and clinical instructors about the students’ 
perspective of their 800-hour clinical education experience and the meaning that students 
make of this experience after they graduate and enter the workplace. This study will 
contribute to existing athletic training literature in a variety of ways. The first is its 
exploration of fundamental knowledge in entry-level professional preparation. To date 
only technical knowledge aspects of professional preparation have been examined. 
Another contribution of this study is its use of qualitative research methods. Most 
studies in athletic training education literature use quantitative research methods. While 
some studies in athletic training education collect student-generated information, most 
call upon program directors, clinical instructors, or those considered experts in the field. 
Even those studies that do involve students are typically quantitative in nature, and look 
at students as objects of study rather than participants in the study. Existing studies also 
typically do not involve the sharing of the students’ words. This study uses the words of 
students recently graduating from athletic training education programs to provide insight 
into entry-level professional preparation. 
Athletic training educators have flexibility in how educational experiences are 
structured and delivered. This study will provide insight into the 800-hour clinical 
education experience from the perspective of recent graduates. This information may 
provide athletic training educators an interesting vantage point regarding what may need 
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to be introduced, and possibly what may not want to be lost from the old clinical 
education experience format. 
A limitation of this study is the subjective nature of the qualitative research 
process. While the researcher strives to present the participant’s perspective of their 
experiences, what is ultimately presented is the researcher’s interpretation of the stories 
told by participants. Qualitative research acknowledges that researchers have opinions 
and bias as they enter into the research process (Patton, 1990; Rossman & Rallis, 1998). 
Participants in this study also present limitations. Just as the researcher has 
opinions and bias, so too may the participants. As Patton (1990) explains, “Interviews 
are a limited source of data because participants ... can only report their perceptions of 
and perspectives on what has happened. Those perspectives and perceptions are subject 
to distortion due to personal bias, anger, anxiety, politics, and simple lack of awareness. 
Interview data can be greatly affected by the emotional state of the interviewee at the 
time the interview takes place” (p.245). 
Another limitation of this study is its use of a small demographically similar 
sample size. Six participants were interviewed for this study, and the experiences of only 
those six participants will be shared. 
Chapters four and five introduce program participants. Chapter four presents each 
participant’s decision to pursue athletic training as a career, and shares the details and 
stories of each participant’s clinical education experience. Chapter five presents the 
stories told by participants of their workplace experiences, their reflections on the 
meaning of the clinical education experience, and their views on their preparedness for 
work. 
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CHAPTER 4 
PARTICIPANT’S CLINICAL EDUCATION EXPERIENCE 
This chapter introduces the participants of the study by sharing the details and 
stories of their clinical education experience. The goals of the chapter are to present each 
participant’s decision to pursue athletic training and attend their respective college, to 
detail each participant’s clinical education experience, and to share their thoughts and 
reflections about that experience. At the conclusion of the second interview, participants 
were asked to discuss what they felt they learned in the clinical experience that they 
could not have learned in the classroom experience. While individual responses varied, 
there were similar thoughts and views, which are also shared in this chapter. 
When reflecting on their clinical education, most participants reviewed their 
experience chronologically from the first to the final assignment. As participants detailed 
their clinical education experience, they highlighted many incidents, situations, and 
people that were in some way meaningful to them. Questions were open-ended, but 
participants discussed many similar topics including how they “gained confidence” 
during the experience; the development of relationships with student-athletes, coaches, 
peers, and certified athletic trainers; the politics of their educational experience; and the 
dedication, responsibility, and time commitment involved. 
In this chapter the participants’ responses are presented individually to enhance 
the understanding of their unique clinical education experience. However, it will become 
evident that while each participant’s experience was unique, there are familiar themes 
that unite them. 
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Raphael 
Raphael had many friends who attended State College while he was in high 
school. He visited them quite often and subsequently decided to attend State College. 
Raphael became interested in athletic training as a career during his senior year of high 
school while participating in a physical therapy internship through a Regional Program 
for Excellence, which is a selective program he applied to during his junior year. He also 
learned about athletic training his junior and senior years in high school by observing an 
athletic trainer at his football practices and games. 
Raphael was accepted to the Athletic Training Education Program (ATEP) at 
State College fall of his third year, after being denied the previous fall. The ATEP at 
State College involves four semesters of concentrated coursework and clinical 
experiences. Upon returning to campus that spring, his first semester in the program, 
Raphael began his clinical education experience working with the wrestling team. 
Raphael told of his first experience having to treat an athlete during a wrestling 
competition. 
The first time I had to go out on the mat it was ah, six foot five, two hundred and 
fifty pound wrestler um, complaining of neck pain, first time on the mat, first time 
ever out in the event, that was the injury that (laugh) I had to deal with.. .a huge 
kid having pain in the back of his neck. 
The certified athletic trainer “was around, but let” Raphael handle the situation and then 
discussed it with him after. 
When the wrestling season was over, Raphael then worked with the men’s and 
women’s varsity track teams. Raphael found working with the track team “more 
annoying than anything” because “there’s so many overuse injuries.” “It just, racks my 
brain...you can’t get these people to stop running and that’s the most annoying thing in 
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the world to me if someone doesn’t want to get better, it frustrates me.” In retrospect, 
Raphael explains that, “clinical wise, that first semester is a little shaky cause obviously 
you don’t know what the heck you’re doing really.” 
Somebody falls down and, you know twists their ankle and you’re only, in your 
evaluation class you’ve only got to the knee and you haven’t done the ankle yet 
it’s a little bit harder to evaluate someone’s ankle. I mean you use your common 
sense and you use what you’ve learned...so far. ...But you’re more well 
supervised and there was more of us there um, I think we had six trainers for track 
um, but it was a good learning experience. 
Raphael also felt that “educationally the first semester” in the program “was the hardest” 
because you take four athletic training classes and “you’re learning a giant amount of 
stuff.” 
The fall of Raphael’s fourth year he had a rehabilitation assignment in the athletic 
training room, which he felt “was a good semester” because he “learned a lot about 
rehabilitation that semester on my own just treating people and just learning what works. 
... At one point I probably had four or five patients that I would see.” During this clinical 
experience, Raphael also treated an athlete who had sustained a significant knee injury 
and would work with “him about three hours a day in the training room.” Raphael felt 
that being in the training room he “became more thorough” in his paperwork, and 
“learned more of the daily activities that you need to run the training room.” 
The Spring of Raphael’s fourth year he was assigned baseball at nearby Ivy 
League College. Raphael explained that he was very “independent” during this 
experience. 
I was basically on my own cause we’d practice until ten o’clock at night and no 
one would be there but me.The certified would come to some of the home 
games but wouldn’t even sit on the bench. He’d sit up in the bleachers. I 
probably only had certifieds look at maybe two injuries that whole year. 
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Raphael was making his own decisions about “pulling kids” from play and “dealing with 
injuries and getting people back” to participation on his own. 
Raphael’s final clinical assignment was football at State College in the fall of his 
fifth year. He had to arrive on campus “two weeks earlier than school” and they had 
“double session practices, sometimes triple” everyday. There was one certified athletic 
trainer overseeing six student athletic trainers. Raphael felt this “was a good semester 
because I just sort of took control.” Raphael “treated a ton of athletes there that 
semester,” and while he feels that he “didn’t learn...anything from the head (athletic 
trainer),” he did enjoy that he was “pretty much independent.” “I think I learned what I 
had to learn on my own through experience.” 
Since Raphael was a dual major, athletic training and health, his health degree 
required a semester internship, which he chose to do in something related to athletic 
training. He spent his final spring semester working in a sports medicine clinic where he 
spent mornings in the clinic and afternoons and weekends at a high school with a 
certified athletic trainer. “That was good to see the high school setting because I never 
worked at the high school setting when I was at State College. So it was a change of pace 
and I got...to do a lot of evaluations on the kids..., it was good.” 
Thoughts and Reflections of the Clinical Education Experience 
Overall Raphael “was pretty happy with what I got as far as my experiences” at 
State College. “I wanted Ivy League College baseball. I wanted State College football. I 
got both of them.” As Raphael thought through and discussed his clinical education 
experience, he spoke about many things, including relationships with supervising ATC’s, 
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student-athletes, coaches, and peers; the time commitment involved; and program 
politics. 
At various times during the interview Raphael would describe evaluation 
meetings that he had with the certified athletic trainers at State College when they would 
“give their feelings on how they think the semester went.” It seems that Raphael valued 
these meetings since he spoke enthusiastically about all of them during the interview. At 
the conclusion of his clinical experience in the training room, he was told that they “were 
really impressed” with how he “handled” the football player with the significant knee 
injury, that he was very “determined” and “willing to work hard.” All things Raphael felt 
he “knew already [but]...at least now they” saw it as well. 
Raphael was also pleased with his evaluation at the end of his football experience. 
At this evaluation, he sat down with the head athletic trainer for football and the program 
director and realized that both had noticed that many of the athletes were going to him for 
evaluation and treatment, and that “they knew who the players were more confident in 
going to see and they knew who they didn’t want to see.” Raphael felt this was “part of 
building relationships with them and showing them that, you know your stuff.” 
“Building relationships” with student-athletes was important to Raphael when he 
worked with a team. While telling about his experience at Ivy League College, Raphael 
emphasized his relationship with the athletes, that they “were like best friends” and that 
“they still call” him. “I always seem to get along really well with the athletes.” Raphael 
talked of establishing good relationships with the State College football players as well. 
Raphael explained how during the season many of the athletes “felt more comfortable 
coming to” him than to their assigned student-athletic trainer. “At one point I was 
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probably seeing three or four offensive players, which I wasn’t really supposed to.” 
Raphael felt that, “If they feel more comfortable coming to me and that’s what he feels is 
right then that’s what I’m gonna do.” 
Discussing each clinical assignment, Raphael spoke of his relationships with the 
coaches. At Ivy League College, Raphael explained that the head baseball coach 
“basically respected all” his decisions, yet at the same time if it was an important player 
he “wanted one.. .of the certifieds to look at” the athlete. He also mentioned one of the 
assistant baseball coaches who he “had to speak with.. .a couple times” because he was 
evaluating the athletes and then telling them to go see Raphael for the injury he 
diagnosed. Raphael had a discussion with the assistant coach and “he basically agreed” 
and said he would keep his “mouth shut and be the pitching coach.” 
Raphael also spoke about the football coaches at State College. He described how 
the head football coach “lashed out once or twice” at the head athletic trainer, and “a 
couple incidents where [an assistant coach] yelled at a student athletic trainer.” In each 
case the coach was spoken to by the head athletic trainer, and it was explained that, 
“we’re here to help,” “we’re providing a service for” them and that we “don’t have to be 
here.” Raphael explained that “once you say that they stay quiet.” Raphael went on to 
explain that. 
That’s the way football coaches are. They’re hot headed and fiery and when one 
of their players that they need on the field is injured they get, you know they look 
to anybody to blame. 
Working with the baseball team at Ivy League College involved a “huge 
commitment” of time. Raphael commuted twenty-five minutes each way, and put in over 
five hundred hours that semester. 
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It was ridiculous, I was on the road every weekend, double headers um, during the 
week, on weekends, be on the road, I was with them a lot. I didn’t have a life that 
semester..., I was with them full-time. I even took a week off of school at State 
College to go to Orlando, Florida with them for eight days for their spring training 
and I stayed in [town] on my spring break and went to their practices every day. 
While Raphael felt “it was a huge commitment,” he also felt “it was a good experience, 
really good.” Raphael’s football experience at State College was also very time 
consuming, yet he felt it “was the best” and that he “learned a ton.” In four semesters of 
clinical education Raphael completed “eleven or twelve hundred” hours of athletic 
training service. 
Raphael spoke about his classmates quite often and the sense of competition that 
existed between them. He felt that many of them “didn’t want to go out,” “would study 
non stop for.. .classes” and then “look over at your test afterwards to see what you got 
and give out the biggest huffs and puffs, ‘oh we should’ve studied together.’” Raphael 
also felt that the certified athletic trainers played favorites, he had “no doubt that” there 
were “always a couple favorites among the group.” He explained that when students 
were chosen for “awards,” for “a couple of scholarships,” for “a surgery to be observed,” 
or for participating in interviews for the NATA re-accreditation, “it started to be the same 
people...helping them out to do everything.” 
There’s a couple times where there wasn’t even an opportunity to become 
involved in something, when it would already be chosen for a few people to do. 
So that was a little frustrating or a little annoying. 
Raphael claims that he “didn’t bitch about it much because” he “didn’t really 
care.” However, many of his classmates “were really upset over a lot of the stuff that 
happened.” Raphael felt that, “when you’re with the same group of sixteen people for 
four semesters you sort of get an idea of who likes who and who stays out of who’s hair.” 
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Learned in the Clinical Experience that Could Not Learn in the Classroom 
Raphael spoke passionately about what he learned in the clinical experience that 
he would not have learned in the classroom. His response, while lengthy, captures his 
thought process and feeling about the issue. 
Basically the psychology of the whole thing, you can’t really learn that in a 
classroom, having to deal with an athlete who just sustained a major injury um, 
how to deal with it when five athletes are.. .making fun of yah. How to um, 
(clears throat) just the camaraderie of being with the team, winning, losing 
whatever, I mean that’s all stuff that you, you can’t learn how to act during ah, 
(slight pause) a one run loss when three of your players are injured, how they’re 
feeling after the game and you have to go take a look at them for injuries. I mean 
you can’t learn how to deal with that in the classroom um, that comes partly on 
your own, I mean just you know your personality and the way you are and partly 
just learning how to deal with the situation, you may not deal with it right the first 
time but after you don’t (laugh) you’re gonna know how to deal with it the rest of 
the times and that’s all part of the clinical experience, that’s why it’s there. Um, 
your decision-making skills, seeing if you’re the type of person that should be in 
that atmosphere. Um, kid runs head first into a pole and it takes you five minutes 
to run out there maybe you shouldn’t be in the field...Um, you run out there and 
you’re looking at the coaches to help yah or something, I mean, you might start 
thinking about a different job. So that clinical really separates the people that can 
do it from the people that can’t do it and people that are cut out for it and people 
that weren’t, so that’s key, that’s very key, almost more important than 
classes... almost. 
Raphael graduated from State College in May of 2001 with a Bachelor of Science 
in Athletic Training and Health. He sat for the NATABOC exam in April of 2001 and 
passed all three parts of the exam, certifying him as an athletic trainer. 
Heather 
Heather became interested in athletic training while in high school. Heather’s 
high school employed a certified athletic trainer and offered an introduction to athletic 
training senior elective course. Taking this course, and observing her high school athletic 
trainer. Heather decided to pursue athletic training in college. Heather was looking for 
three things when she applied to colleges; physical education, athletic training, and 
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playing soccer. Heather chose to attend State College, saying “it was the people, to be 
honest with you, that made the difference.” 
Heather applied to the ATEP at State College in the fall of her second year and 
was accepted. She began her clinical education experience that spring working with State 
College’s men’s lacrosse team again. During the fall of her third year she played soccer. 
At the conclusion of her soccer season she began working with the women’s gymnastics 
team, which carried over through the spring semester. Heather spoke of having “a good 
rapport with the team” and a “pretty trusting relationship” which she was happy about 
since she feels this is “hard to establish in the second year of the program.” 
During the fall of her fourth year she again played soccer, and at the conclusion of 
her season briefly worked with the women’s basketball team. Spring of her fourth year 
she worked with the men’s lacrosse team. At the beginning of this clinical experience 
Heather helped manage a head and neck injury situation where she “didn’t freeze” but 
“wasn’t as fast” as she would’ve liked. She “questioned” herself in the situation and for 
“the first time” was “glad that there was a certified on the sidelines.” At this time she 
began to ask herself questions such as: “Do I know everything?”; “Can I process 
everything at game speed?”; “When something happens spur of the moment, am I 
ready?” Heather explained that “progressing through that season” definitely helped her 
“at the closure” of her experience, and that it was this experience “where stuff made 
sense and stuff started to click.” 
Heather’s fifth year fall semester was spent in the athletic training room. Since 
Heather was majoring in Athletic Training and Physical Education, she spent the spring 
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semester of her fifth year completing her student teaching requirement for her Physical 
Education degree and had no clinical assignment. 
Thoughts and Reflections of the Clinical Education Experience 
“I think the whole picture blended extremely well for me. .. .1 couldn’t have 
asked for a better five years, to be completely honest with you.” As Heather thought 
through and discussed her clinical education experience, she spoke of her relationships 
with the certified athletic trainers, the athletes and her peers; details of her gymnastics 
and lacrosse team experiences; a confrontation with the women’s basketball coach; the 
challenges of being a student-athlete and an athletic training student; and a sense of 
competition between the student athletic trainers. 
Throughout the interview Heather spoke of “the relationships I established with” 
the certified athletic trainers. Heather was particularly grateful to the program director 
for “being really flexible with my needs.” Being a student-athlete at State College and 
studying abroad for a semester meant that coordinating Heather’s clinical experience was 
more challenging, and she was very thankful of the program director for helping her 
balance everything “on her plate.” Heather described him as “awesome” and 
“structured” yet “very flexible.” “I can’t speak enough positive. .. .1 respect him to this 
day, it was just a neat relationship.” 
Heather spoke of relations with a classroom ATC who was at State College when 
she was first accepted into the program. She described this ATC as a “my way or the 
highway type” of person, and spoke of feeling “intimidated.” Heather was happy to tell 
of this ATC’s departure and the arrival of the new ATC. 
[New ATC] was very structured also, but he knew that his best interest was you, 
and was your education, and he somehow established that from the beginning. 
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... Yeah there’s a certain way that he wants it done, and he’s very structured, 
but...he wanted to get everyone psyched about his profession, passionate, you 
know? He was a great role model.” 
Heather explained in detail how the three full-time ATC’s provided a “nice combination” 
of styles and approaches to teaching in the classroom and supervision in the athletic 
training room, feeling that “the three of them blended... so well together.” 
I just remember the three head trainers, just gelling so well together, and just 
motivating and being phenomenal role models. I just remember feeling like, if I 
could take a piece of.. .each one of them and just add it into, you know, my 
profession as I go out. I remember thinking.. .that would be great. .. .Which I 
think is awesome as a student. 
Heather spoke at great length about her experience with the women’s gymnastics 
team at State College. Being an athlete herself. Heather felt very in tune with the mindset 
of athletes and their desire to play even when faced with an injury. However, her 
experience with the gymnastics team expanded her understanding of the desire to 
compete. “Gymnastics is definitely a unique experience which I’m totally glad that I had. 
.. .1 classify gymnasts as a totally different caliber of athletes, different mind sets. .. .Just 
the broad mental and physical capacity...is unique.” To illustrate this point. Heather told 
of the success of the team and going to the National championships where a girl on the 
team competed with an injury. 
Nationals there was a girl who we finally figured out had a stress fracture in her 
foot, really shouldn’t be competing. She was top on floor at Nationals, and she 
competed and went through the whole thing. .. .Um, I mean, and was just in tears, 
but still able to pull off a smile and still able to you know, just crying because it 
hurt so bad. I just classify that as a different caliber. .. .Not as a positive caliber, 
not as a negative, but just... it was a unique experience, because I ran into a couple 
of situations where pushing through pain for various reasons was unique. 
Heather enjoyed her busy injury packed experience with men’s lacrosse, and 
explained how “anything is possible on the men’s lacrosse field when you’ve got metal 
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weapons in your hands and you’re just nailing each other.” She contrasted this 
experience to her other experiences with women’s gymnastics and women’s basketball, 
where you can have “one ankle [injury] all season.” Heather felt the men’s lacrosse 
experience was “more realistic.. .where the mechanism of injury makes sense with the 
actual injury, as opposed to gymnastics” where she would have athletes “come off and 
say ‘it’s been hurting for twelve years.’” Heather described a game called “stump the 
trainer” that she and the gymnasts would play, which many times sent her to her 
textbooks to find the answers. Heather explains. 
What’s going on here? Because you put everything together, you put all the pieces 
that are supposed to make sense together. With gymnastics.. .you get so much 
else going on, ...the biomechanics of how they’re landing, how...every 
movement is so different and detailed, and how the pieces just don’t fit together. 
And that was a little bit frustrating, but, but good, in the same aspect where you’re 
not gonna have all the answers.. .and you might have to look something up and go 
down different avenues and turn around, which I did several times in gymnastics. 
While Heather’s experience with the women’s basketball team at State College 
was short, just two months, she did tell of a “bad situation” she had with the head coach. 
I was late getting on the bus. The only one that was late, so it was obviously 
directed directly towards me. We were going away for the whole weekend. 
And...the athletes came in a little bit late. I think we were playing that day and 
there were two or three athletes who needed treatment and I was just trying to 
gather all this stuff. I come sprinting out to the bus, with crutches, with the cooler, 
with everything.. .jump on the bus, sit down, just like going through my list of 
things to bring, and she was just ripping into everyone. You know, “We won’t 
even leave unless every single person”...totally knowing that it was directed...I 
was the only one that was late and I was like... I didn’t say anything because I’m 
non-confrontational, but I was like, “You know what? I was taking care of all 
your athletes. I’m late because your athletes were late getting to the training 
room.” 
Heather never directly confronted the coach about this issue, nor did the head coach ever 
directly confront her. She went on to describe the “hard relationship” that exists between 
“the student athletic trainer and the coach.” “It’s a difficult.. .fine line type of situation... 
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She wasn’t willing to do that and I didn’t know if that was a line that I needed to cross. I 
didn’t, and luckily it ended up being okay, but...fine line.” 
Heather spoke of her time away from the clinical experience while she was 
playing soccer, and the fear of feeling “behind the eight ball.” She explained that it was a 
“tight knit group of 12 or 15 people that you’re constantly working with.” Even when 
she was not participating in clinical experiences. Heather was in the classroom with her 
classmates, which was essential to her. “If I didn’t have classes to interact with these 
guys...to learn the same information and not feel like I was getting behind ...that would 
have been.. .devastating.” Heather went on to explain that “it’s definitely a competitive 
program where [she].. .didn’t want to feel that way [behind].” Heather speculated that 
possibly the competition is something “that’s established in admission and then just 
continues.” She explained that there was “always a sense of competition,” and a 
“constant sharing of grades” of which “you never wanted to be last.” Heather also spoke 
of the “feeling of camaraderie” with classmates, and the relationships that are formed 
“with the people that [you]...went through all the classes with, asked all the same stupid 
questions with, ...looked like a fool in front of, [and] that you’ve worn a sports bra [in 
front of].” 
Learned in the Clinical Experience that Could Not Learn in the Classroom 
Heather felt that “for sure” there were things that she learned in the clinical 
experience that she could not have learned in the classroom. She spoke of entering into 
her lacrosse clinical experience and feeling “totally confident that I could back board 
someone with no problem.. .1 knew the steps.” But she soon realized otherwise. 
You can study all you want, know all the information, but you know, putting it 
into practice. Um, and just being able to function at a speed that’s professional. 
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you know? It’s not even a matter of moving fast, it’s a matter of safety, you know, 
and moving at speeds that’s going to be effective. And outside of like onsite 
emergencies, I think that’s huge. I mean you can practice for that all you want, 
but... 
Heather also spoke of the importance of “experience” when actually “solving 
injuries.” 
It’s presented in a book, here are the steps, here are the answers. Perfect. If all 
those pieces fit together. That’s great. But, if they don’t, you’re pulling from a 
whole vault of information that, in class I don’t think is capable of being 
presented. .. .Um, so I definitely think that, you know, just like in life, you can’t 
live...learn everything from a book. There’s experience. 
Heather graduated from State College in May of 2000 with a Bachelor of Science 
in Athletic Training and Physical Education. She sat for the NATABOC exam in June of 
2000 and passed all three parts, certifying her as an athletic trainer. 
Tim 
Tim’s first year he attended a State University as a pre-physical therapy major. 
As part of this experience he completed volunteer hours in physical therapy units and 
soon realized that athletic training was a better fit for him. Tim transferred to State 
College spring of his second year. He applied to the ATEP during the fall of his third 
year and was accepted. He began his clinical education experience that spring working 
with State College’s women’s soccer team. The team was off-season, but since Tim was 
“more or less on [his] own” he found it “kind of nerve-racking.” 
At the conclusion of his first semester in the program, the program director called 
Tim in for a meeting about his clinical assignment for the next year. As a level II athletic 
training student, Tim normally would have been assigned with a level IV athletic training 
student, but he was not. The program director told Tim, 
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I have decided to give you wrestling. I know you didn’t have to do a lot during 
women’s soccer, but you’ve shown a lot of promise and.. .1 really think you can 
handle this sport. And so much so, that I’m not gonna give you a level IV. .. .I’m 
putting a lot of responsibility on you and a lot of emphasis on the fact that I think 
you can handle it, so don’t let me down. 
When Tim returned to campus in the fall he spoke of immediately feeling overwhelmed. 
So now I come and I have the wrestling team and there’s twenty guys on the team 
and fifteen of them are already injured before it even starts, because they’ve been 
wrestling all summer. So, I mean, just right into it right away, and I mean you 
had to keep up. 
Tim traveled alone with the wrestling team to tournaments in Massachusetts, New 
Jersey, Pennsylvania, Ohio, and to Florida for spring break. At the conclusion of this 
experience Tim “was no longer worried about getting 800 hours.” “I ended up with like 
500 and some odd hours that semester. It was unbelievable. Unbelievable.” 
Wrestling carried over into March of spring semester, and when that was over he 
helped out with the men’s lacrosse team. During the fall of his fifth year he helped out 
with fall baseball until men’s ice hockey began. He worked with the men’s ice hockey 
team until the end of the fall semester, his final semester. 
Thoughts and Reflections of the Clinical Education Experience 
“I had a great experience at State College. I loved it. I wouldn’t have traded it for 
the world.” As Tim thought through and discussed his clinical education experience at 
State College he spoke of his experience applying to the program; the amount of 
responsibility and commitment that was involved in his wrestling assignment; his 
relationship with one particular certified athletic trainer; and the social and political 
aspects of the ATEP. 
Tim spoke of his experience taking the Introduction to Athletic Training class, 
which all students interested in applying to the ATEP must take. There are “usually close 
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to 100 kids” taking the course and the program director teaches it, so “right away you’re 
intimidated.” The class had an observation experience and it was his responsibility to 
find out details of practice times and games, and to take initiative to meet coaches and 
other ATC’s and ATS’s. He explained that later as an ATS he was “instructed not to just 
give the information freely - make them come to you, make them be personable. .. .It 
was just something to kind of make you go out of your way.” 
Tim spoke of the application semester being a “weeding out process,” since the 
class was very fast paced to determine “who could handle the pressure and who can’t.” 
Tim thought the application process “was a great experience.” “As far as the way they 
treated it, it’s probably one of the hardest semesters I’ve had ...because of the pressure 
that was put on you.” 
When Tim returned to campus in the spring after being accepted, he met with the 
program director and was told he was accepted “because of the interview process.” That 
there were other students with higher GPA’s and with more observational experience, but 
that he was “personable” and “exhibited the skills that we’d like to see in our program, so 
that’s why we picked you, and we hope you step up into the role that we think you can 
play as an athletic trainer.” At the time, Tim “was just exhilarated to be in” and happy 
not to “re-do the process” like so many others. Tim recalls, “I actually survived this. It 
[the process] started out with a hundred kids and it’s fifteen and I was one of those 
fifteen. I may have been the fifteenth, but...” 
Tim spoke of his wrestling experience and how he had “a lot of responsibility 
right off the bat.” Tim explained how as an ATS “if your team had the tournament, it was 
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up to you to recruit extra student trainers to help you with the tournament for set up, [and] 
for other games.. .if there were two teams that weren’t playing State College.” 
So, I mean, you were basically the coordinator of the athletic training part during 
that tournament as well, and the head trainers pretty much stayed out of the way. 
They let you take care of it, and obviously they were there if you needed it, but, it 
was your job to do [all] that. 
The supervising athletic trainer met with Tim before the wrestling season started 
and said, “Don’t come to me with petty injuries. If you need me, you need me. But I 
expect you to take on the responsibility to do this.” Tim felt the pressure right away 
working with State College’s wrestling team since they were ranked fifth in the nation 
and “had two or three kids that were All-Americans.” Tim organized “dehydration tests 
at the beginning of the year,” and weigh-ins and skin checks before every match during 
the season. Tim explained that it was his “responsibility of getting all the athletes 
[checked] as far as their skin.” 
If they get impetigo or some type of skin condition.. .you have to get them to the 
doctor or physician right away so that they can get the note to allow them to 
wrestle that weekend, and so I did a lot of work with the team physician. I got to 
know him real well. 
Every week the supervising athletic trainer checked his paperwork. “So right away, I 
have...fifteen pages in the wrestling book and the SOAP notes and all that, and they’re 
signing off on it, and it’s just crazy.” “I’m a level II doing all this!” Tim thoroughly 
enjoyed his wrestling experience because there were so many injuries. “I can’t even 
remember them all, but it was often, and that’s the reason I wanted wrestling. I loved the 
experience, and that was probably my best experience.” 
Working with the wrestling team at State College, Tim “obviously got real close 
to the guys, because you’re there every day. I mean wrestling practice is 3 hours...in a 
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little room.” Tim also explained that wrestling was the first time that he had to 
“contradict a lot of things” that the coaches or athletes would try to do. 
Wrestlers still wanted to wear rubber suits and the coach would.. .try to turn the 
heat up. .. .That was the first time I really had to go up to the coach and say 
“Listen, you’ve gotta turn the heat down.” Or.. .I’d walk around the mat and just 
do spot checks. “Take off your sweatshirt and let me see what you’ve got on.” 
...Once I brought it to their attention, they were like, “Okay, I understand.” 
.. .The wrestling coach .. .would try to get away with it, but if you caught him and 
said, “Listen, we can’t do this,” he would be like, “I understand.” 
Tim’s second semester working with the wrestling team he was assigned a Level I 
ATS. “They give you a little bit more responsibility because now you’re level III, now 
you have a level I under you. .. .That was actually good.. .1 got to kind of be the leader, 
which made me feel good. ...She was very inquisitive...and...I noticed...if you’re trying 
to teach someone else, you learn a lot too.” The level I student would question Tim 
frequently regarding things she was currently doing in class, which Tim felt helped him 
“refresh” his memory. Tim enjoyed working with the lower level student and showing 
her “what happens.” When Tim was a level IV ATS working with the hockey team, he 
had a level II ATS working with him as well. 
Tim spoke very highly of his hockey experience at State College because he 
really enjoyed working with the hockey ATC. The hockey ATC was more involved day 
to day in the care of the hockey players, and he traveled with the team, which according 
to Tim “took away a little bit from the experience” but he still “learned so much 
from.. .watching him work and see[ing] how he did things.” 
[Hockey ATC] would come down [to practice], quite a bit actually. A lot of 
times.. .the head trainers would kind of stay away and let you do your own thing, 
and [hockey ATC] did, but he would come down a lot just to talk to us, and teach 
us new things. .. .1 really liked that because he was very involved with trying 
to...further us. 
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Tim felt he developed a close relationship with the hockey ATC. “I got really 
close with [hockey ATC], ...[hockey ATC] was just amazing. He was, like, my mentor, 
and so, he really, for some reason, took me under his wing too.” One of the things that 
Tim enjoyed about him was that “constructive criticism was every day.” 
I mean, as much as he liked me and I liked him, he would still, every day, no 
matter what, every day have something, you know, whether it’s just as small as, 
you know, “You need to work a little harder on your paperwork, your SOAP 
notes,” or something like, you know, “I saw you do the Lachman’s examination 
and your hand position was incorrect.” You know, “Do that again.” 
Tim told of being a little worried about what his final clinical assignment would 
be since he already had two contact experiences. “I’m like. I’m gonna be a senior, fourth 
semester, and I’m gonna be stuck with swimming or something like that.” Tim shared 
his concerns and his desire to work with the hockey team at State College as his final 
assignment with the hockey ATC. His response, “We’ll see what I can do for you.” 
When Tim returned to campus that fall, his final clinical assignment was hockey at State 
College. “So, he kind of pulled some strings and got me into hockey.” “I’m sure 
probably some people weren’t happy about the fact that I got wrestling and then hockey.” 
Tim spoke of a lightning incident he had with the baseball coach during a 
practice. 
There was a thunderstorm coming in, there was lightning, and you know, I 
basically said, as a student, I said, “Coach. It’s lightning. We’ve gotta get the guys 
off the field.” And he basically said, “I’ll take responsibility”. He didn’t believe 
me. .. .1 just called on the radio. I said, [ATC], you know, the coach isn’t going to 
leave. He’s not listening to me. And, you know, he was like, “You get inside. I’ll 
go out and talk to the coach.” 
When the ATC spoke with the coach “after a good ten minutes of arguing” the coach 
finally listened and they finished practice in the field house. 
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I think he listened more because [ATC] was basically like, “Listen, we send you 
every year the protocol of what we’re gonna do if lightning...” you know, “You 
signed it. You read it and signed it. The athletic director read it and signed it. If 
you really have a problem, we’ll go get the athletic director.” 
According to Tim, that was his “one instance where[he]...had a problem with a coach at 
State College.” 
Tim told fond memories of social gatherings with all the ATC’s and his 
classmates, such as fall and spring cookouts, and Christmas parties at the staffs’ homes. 
Tim felt that due to what everyone endures during the application process, “you felt a 
closeness” with your classmates. He spoke of the “athletic training club,” going to 
“symposiums and stuff,” and doing “little fund-raisers...to help go on some field trips.” 
“It was almost like high school once you got into the program, because you took the same 
classes.” 
Tim felt the responsibility of being an ATS and having expectations to represent 
the athletic training program appropriately. He told of three incidents where students 
were spoken to by the program director regarding their actions “not [being] a good 
representation of State College” and to make choices that “don’t embarrass the program.” 
Learned in the Clinical Experience that Could Not Learn in the Classroom 
When asked to discuss what he learned in the clinical experience that he couldn’t 
have learned in the classroom, Tim explained that he is biased toward the clinical setting 
as a learner, describing himself as “more of a practical type person.” 
I’m much more of a hands-on.. .1 learn better that way and I’m much more 
interested that way. .. .Um, so for me, what I learned in the clinical and in the 
practical is more, again, what the athletic trainer actually really has to go through. 
.. .How to deal with the curve balls, the pressure. 
When asked to clarify “the pressure,” Tim explained. 
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The pressures of dealing with the coaches, with the administration, whether or 
not, you know the athletic director would [support] you if you have to go through 
him as far as dealing with the coach. The protocols, the procedures, you know, all 
the things of how to go step by step as far as not having to worry about liability or 
insurance problems, law suits, that kind of stuff. 
Tim also spoke of evaluating injuries under pressure and how “you can’t learn 
that kind of stuff from a book.” 
And as far as the hours that I put in with the teams, you can never learn from a 
book what you can learn actually doing it. .. .Books and classes actually break it 
down step by step, ...but you don’t actually know what it’s like until you’re in 
there and somebody does go down and you need to start doing CPR, or,.. .you 
actually do have.. .an athlete that has a head injury, in hockey, and is out cold on 
the ice, and they can teach you a hundred times.. .watch the helmet,.. .how to take 
off the shoulder pads, that kind of stuff. But... it’s not the same until you’re 
actually out on the ice in the middle of...three thousand fans, and they’re 
watching you. ... You make a mistake they know it. ... You had your head trainer 
to help you, but there’s no substitute. 
Tim felt that in the classroom “you don’t learn how to communicate with the 
athletes.” He told of his experience with a wrestler who sustained a devastating injury 
while he was at State College. The wrestler was a “senior captain All-American” who 
“started off pre-season ranked... fourth in the nation, so he literally had a chance to... be a 
national champion.” 
In his first tournament, he tears his ACL and he’s basically told he’s done. ...How 
do you test a kid for the ACL and have the look on your face like, it’s not tom? 
But you don’t want to go, “Well, it’s tom. You’re done. Sorry.” You know what I 
mean? Because, I mean literally, when we did finally tell him, and we let him 
down, he literally almost broke into tears. I mean, he really had a shot. ...So how 
do you deal with that kind of stuff? And that’s what I learned on the clinical 
experience that I would have never learned had they just had me in the classroom. 
When it came to injury management and game day decisions regarding 
participation versus no participation, according to Tim there was information learned 
from the clinical experience that would never be found in any book regarding those 
‘should this person play or not’ decisions. 
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It’s all written down a certain way, but sometimes you’ve gotta do things 
differently. Sometimes you’ve gotta tweak it a little because of the situation or 
what you’re in. Sometimes you’ve gotta let the kid with the broken thumb wrestle 
because he’s...second in the tournament at the time and he’s gotta go. And 
so.. .you tweak it a little bit for him. Whereas if a kid lost every match so far in 
the tournament, he doesn’t have a chance anyways, “you’re out.” ...No sense in 
ruining your thumb for the rest of your life. And those are the types of things that 
they don’t tell you in the books. Prentice or one of those guys aren’t gonna say, 
“Well sometimes you let them go.” You know what I mean? (laugh) So that’s the 
type of experience. 
While Tim completely valued his clinical experience, he also felt that “there’s no 
substitute for the book either and the type of information they taught [him]...in the 
classroom.” That being said, he still feels he “would’ve done just as well if they... just 
had me out there and taught me as I went too - on-the-job type training. 
Tim graduated from State College in December of 2000 with a Bachelor of 
Science in Athletic Training. He sat for his NATABOC exam in April 2001 and passed 
all three parts, certifying him as an athletic trainer. 
Amy 
Amy became interested in athletic training while in high school after completing 
her own rehabilitation with an athletic trainer at a local physical therapy clinic, and after 
watching her high school track coach who was an ATC. Amy felt she “wanted to do 
something with helping people.” Amy was looking for three things when she was 
choosing a college, track, athletic training, and a location not far from home. Amy 
considered five schools in the New England area and decided to attend Private College. 
As a senior in high school, Amy interviewed for admission to Private College, and 
applied to their athletic training education program. 
I didn’t realize how selective their process was of choosing the students until, you 
know, you go for a second interview, just with the training staff and had to prove 
yourself then. So, when I got into Private College’s program, it kind of dawned 
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on me that I kind of had to go there because it’s one of the better programs, I got 
in, they had track. So that’s how I chose Private College. 
Amy’s clinical education experience began her first year at Private College with 
about twenty observation hours in the athletic training room. Fall semester of her second 
year she worked as a lower level student with men’s JV soccer with an upper level 
student who due to an injury “was not really capable of fulfilling anything that needed to 
be done,” so Amy “jumped in.” 
I traveled with those guys by myself. I was freaked out but I did it (laugh) and 
everything ended up being fine. I had [taken] sports first-aid, that was the only 
thing I had going for me. .. .1 was nervous. I would always keep my fingers 
crossed that nothing would happen, that everything would be fine. .. .1 was 
nervous but I think it helped my confidence a lot, I think it really boosted my 
confidence. 
Since Amy was a track athlete as well, winter and spring of her second year she did not 
have clinical assignments since she was competing herself. 
Fall semester of her third year she worked with the women’s gymnastics team at 
Private College with an upper and a lower level student athletic trainer. Amy felt this 
experience “had goods and bads.” Amy did not compete in Track her third year of college 
for personal reasons. This decision enabled her to complete an off-campus clinical 
assignment that spring semester at a nearby private prep school where she worked with a 
variety of sports teams and a younger athlete population. This experience allowed Amy 
to “see everything at one time,” since her prior experiences were very “sport specific.” 
Fall semester of Amy’s fourth and final year her clinical assignment was football 
at a nearby division two college that won the National Championship that year. “It was 
great, it was awesome. I loved it.” During the fall semester Amy also completed a 
rehabilitation assignment in Private College’s athletic training room. She felt it was “a 
107 
good experience” to see the “clinical side of things,” and to “work one on one with 
athletes and see them progress and get back on the field.” During her final spring 
semester Amy was not involved in any clinical education experiences. 
Thoughts and Reflections of the Clinical Education Experience 
As Amy reflected upon and discussed her clinical education experience, she spoke 
of difficult relations with the gymnastics coach at Private College; various experiences at 
each clinical assignment; the unique nature of dealing with her peers as a student athletic 
trainer; and program politics at Private College. 
Amy spoke at length about her gymnastics experience at Private College, 
particularly her experiences with the head coach. 
We were all very nervous about working with the coach, she had a huge 
reputation of being very strict and very mean and not respecting her trainers and 
so that was a huge challenge that we all dealt with, and I think it all made us 
better people (laugh) but we had one or two bad episodes with her that she just 
had it out with us. 
Amy and the other two ATS’s approached these incidents as “something that you just 
let... brush off your shoulders. [A] learning experience. .. .If s a power trip. She wants 
just to have it out, she really didn’t want to hear what we had to say.” In retrospect, Amy 
was happy to have had the challenging experience with the gymnastics coach. 
That coaching situation I’ll never forget with gymnastics. Um that’s just 
something that you have to deal with. It was a good experience to deal with a 
coach who doesn’t appreciate you as much as others do. Most of the time, most of 
the time your coaches are fine but that was a good time to learn what to do with 
the coach that is not always accepting of you (laugh). 
Amy also spoke of gymnastics being “so tough that it’s impossible to keep a 
gymnast out for a day if they’re hurt. If their wrist hurts then they do lower body stuff for 
two hours at practice. If their leg hurts then they do upper body stuff for two hours at 
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practice.” They were constantly challenged “to improvise. If someone hurt an ankle then 
what are we gonna do with the rest of their body during practice?” Amy did not realize 
that gymnastics was “very detailed.” “We didn’t know going into it, but we all learned.” 
Working with the gymnastics team in the fall meant being part of “a huge 
gymnastics exhibition” or show, that lasted about an hour and a half. Amy spoke very 
excitedly about this process and being an integral part of the production. 
It comes down to crunch time.. .we’d practice and practice until midnight. It’s 
very structured, dress rehersals and all that stuff. .. .It’s really cool to be a part of 
that and just be on the back stage.. .during the show and just knowing that... 
you’re in charge of that event. 
Amy spoke positively about her off-campus experience at private prep school, and 
how she “had no idea about private school, none what so ever what the whole deal was.” 
Amy tells the students she supervises now that they “need to see high school to know if 
you like it or not.” Amy recalled that the athletic trainers there “assigned [her]...to 
everything they could.” She worked with wrestling, basketball, swimming, and hockey. 
“It was good to get a big run of everything all at once.” 
Amy told of a particular incident at private prep school where she learned about 
the sport specific rules of wrestling and dealing with parents, which doesn’t happen as 
often at the collegiate level. 
I had to go out onto a wrestling mat and that was pretty bad because the parent 
came running out too. He was a doctor and I didn’t know, and he started taking 
over. I was like “what are you doing, who are you?” (Laugh) and there was no, I 
had never been around wrestling, I didn’t know the rules, the blood time, injury 
time, you know? That was a good eye opener too. .. .1 kind of let him take it over 
a little bit but I also stuck my nose in there to make sure what was going on and I 
told the certified afterwards, and he was like, oh yah, the father is an orthopedic 
surgeon, and I’m like, well, that’s good. 
Amy found parents to be “intimidating” at private prep school and since the “bleachers 
are right behind their bench everything you do is being watched.” Issues of dealing with 
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parents “was [not] really ever brought up” with the certified athletic trainers at private 
prep school, nor was it “in the classroom either.” “No that’s a learning experience 
(laugh). That’s on the job learning experience right there!” 
Amy spoke extensively of her “great” “awesome” experience at Division II 
College working with the football team. What made it so good? “The head trainer.” 
When [head athletic trainer] got comfortable with you, he totally let you go. 
[He]...just sits back and just comes by when you need him. So it’s really, it helps 
a lot. It makes you grow a lot because suddenly you’re trusted. At Private College 
you’re not always trusted that much. ... [The] certifieds will let you do most of it 
but they’ll usually be over your shoulder watching, asking a lot of questions, 
whereas [head athletic trainer] just sat back and trusted us, he knew what we were 
doing at all times, he didn’t like totally just leave but he wasn’t questioning 
everything we did and he just, he just trusted us more. ...He would go on the field 
during an injury but he wouldn’t take over. He would let us do it. It was a great 
experience. 
Amy enjoyed being trusted as well as having “freedom” as a student athletic trainer at 
Division II College. 
The freedom with that was, during the season by the time he was comfortable 
with us, we would go with the team.. .at half time, while the certified was out re¬ 
filling the water and restocking stuff and if we had questions we just radioed to 
him, but otherwise he would let us take care of all the half-time stuff. Which 
sometimes is a lot of stuff. Checking up on things like guys who didn’t come out 
with a problem, but you know had a problem, and you check on it then. ... So that 
was, that was neat. It was just us, and we ran the show and had to deal with things 
then. 
Unlike her experience with the gymnastics coaches at Private College, Amy felt 
“the coaching staff [at Division II College] was great. They respected us, respected our 
opinions. ...They were great.” The football players themselves “were great” as well. 
“They were very accepting of us and knew of students and what we could do.” Amy 
talked about her experience of establishing trust with the team. 
It’s cool to be trusted by your athletes. .. .I’m thinking of rehab, and they really 
look to you to get better. ... When they come to you with questions that you can 
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answer to them and put them at ease and they trust you to get them out to practice 
in time, it’s a good feeling, that’s the rewarding part of training that you.. .can do 
that for them. It’s great. 
The football experience required a large time commitment from Amy; back early 
in August for pre-season double and triple sessions, in-season practice Monday through 
Friday, Saturday games, and morning treatments every other Sunday. “We had long 
weekends.. .if we weren’t home we were away for the weekend which was hard with 
school work and, and your life in general.” In spite of this, Amy felt the experience was 
“totally worth it.” She especially appreciated the opportunity to travel with the team. 
To get a great view of how professionals work [and].. .seeing how that all worked 
traveling with equipment, .. .a whole training staff,.. .and how you worked.. .not 
having your training room. You would be set up in a hallway or something like 
that. Just learning how to improvise.. .not being on your own home turf. 
When the football experience was over, Amy “didn’t want to leave.” 
While Amy was participating in her football clinical experience, she was also 
taking a rehab class that required her to work with athletes at Private College in the 
training room. Amy explained that the class content was “not clearly taught and nobody 
was comfortable with those” skills. 
Most of us still are not comfortable with them. .. .It’s one huge deficit that we all 
have is our lack of knowledge in modalities, mostly the electrical modalities, the 
physical things we taught ourselves.. .the rehab exercises and stuff like that. The 
whole rehab and therapeutic modality section...is very rough. 
Amy described the unique situation of being an ATS to your classmates and 
friends. “It was very interesting to be a trainer for one of your classmates, someone 
who’s the same age as you.” 
It’s very hard. They need to tell you ahead of time, you’ll be dealing with 
classmates, you’ll be dealing with some of your good friends, you know, 
roommates or whatever you will be dealing with these people but you’re, you’re 
their superior, you have to tell them what to do. 
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Amy also discussed the expectation that even after you “leave the training room and 
leave the field you can go back to being friends but in the meantime you have to be, 
you’re the professional.” “So it’s weird dealing with your peers, but that’s something 
that you get over and you deal with and it’s a good learning tool.” 
Like all the other participants in this study, Amy spoke of program politics at 
Private College. Amy talked about not wanting football at Private College because “it 
has a cloud over it as far as their football training thing.” 
It’s really hard to explain. You need to be in the training room during the fall and 
just see how it all works and how it all unfolds between the certifieds and GA’s 
and students and the athletes. ... It’s really weird like those student trainers got 
privileges that other people didn’t. So it kind of makes it good if you get to be a 
Private College football trainer, but...then when you’re not suddenly it’s different 
(laugh), it’s really hard to explain it’s just an atmosphere thing...that you need to 
be around and you just kind of pick up on it. So it was kind of nice to get off 
campus and do a totally different thing where nothing is biased, and everyone is 
equal. It was much better. 
Amy felt that “getting the assignment that you want is a big clinical problem” as 
well, and that the process “does tend to be political.” She discussed the unspoken 
messages that were sent to everyone based on what your clinical assignment was. 
You were good, you were considered a good student trainer if you got boys 
varsity lacrosse. [If] you were considered to be a trusted good student trainer then 
you’d get Private College football, if you got girls JV soccer as a junior they must 
not think much of you. [Those] type ideas and behaviors came out like that. 
Amy explained that when she was first assigned to private prep school she “felt a little 
bad about having to go.” “But then I thought, ‘I have to go to a high school.’ I knew I 
had to go off-campus, it shouldn’t have been a big deal, but you feel if you’re not at a 
college you’re not [good].” Amy explained that the perception of high school is that it is 
“not as intense and it’s not as good, but obviously that’s not true. But you don’t know 
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that until you do it. So, those assignments, you’re always gonna get a bad one but you’re 
gonna get a good one eventually too.” According to Amy, everyone knew that there was 
a political piece to clinical assignments, but “you deal with it.” 
Learned in the Clinical Experience that Could Not Learn in the Classroom 
Like the other participants in this study, Amy felt she learned things in the clinical 
experience that she would not have learned in the classroom setting. Amy specifically 
spoke of handling emotional athletes after injury, dealing with many different people, and 
gaining confidence which “they can’t teach you.” 
While Amy had taken “a couple psychology classes here and there,” she felt that 
“until you have that one-on-one experience with an athlete who’s now done for the 
season, who’s balling tears at you, is not something you’re going to learn in the 
classroom.” 
Dealing with your patients on a personality level, on an emotional level um, you 
know the emotional distress behind the injury is incredible. ... Yah, sports psych 
helped (laugh) that was a good class, we liked it a lot but still um, that’s just 
something that you need to, that you grow with. 
Amy spoke of the variety of “interactions with people” the certified athletic 
trainer has and again how “they can’t teach you that.” 
Dealing with parents, dealing with physicians, they can kind of tell you how to do 
it, but...I think just interactions with people, that they can’t teach that, you know 
telling an athlete...that they are out for the game, telling the coach that they’re out 
for the game. You never want to have to do it. I still hate doing it. I still dread it 
to this day even though I know most of the coaches very, very well and I live with 
them, and I still hate to tell them that I am keeping an athlete out, and having to 
justify yourself, you back yourself up with evidence as to why exactly they are 
sitting out. 
Another thing Amy feels students cannot gain in the classroom is confidence. 
“They can’t teach you confidence... that’s something you have to gain and you only gain 
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it when you’re on the field, you only gain it through those experiences, you have to.” 
Amy explained that “as a certified you have to sit back and let a student handle some 
things and gain confidence, because if they keep taking over every time” the student will 
not have a chance to gain it. Amy explained how she felt when she began working at her 
first job, and how she needed confidence when she was suddenly working alone. 
When I was, when I first started working here, when something first happened I 
was kind of waiting for a certified to come in and help me out. I’m like, where is 
the person who’s gonna make sure that I’m doing everything right. I’m like uh-oh 
that’s me. ...I have my certification now and now that’s gonna be me and it took 
some time. That first injury, the first time you’re on the field and you take 
someone out, you know it’s like “ah, am I right on this?” 
Amy graduated from Private College in May of 2000 with a Bachelor of Science 
in Athletic Training. She sat for the NATABOC exam in April of 2000 and passed one 
of three parts of the exam. In June of 2000 she passed those two parts, certifying her as 
an athletic trainer. 
Brett 
Brett participated in sports in high school and at that time decided, “I gotta do 
something related to this.” Brett visited a nearby university that offered physical 
education, athletic training, and physical therapy. After visiting and speaking to many 
people Brett decided that “the athletic training thing seemed to be more what I wanted 
because it was directly involved with the athletes and the sporting competition, you’re 
part of the team.” During this time Brett also attended an Introduction to Sports 
Medicine class offered by a local clinic. 
Brett was looking to attend a small college not far from home in the New England 
area offering athletic training. 
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So I had got a list of, of names of schools that fit that criteria and ah. Private 
College came up as one of them. I went around looking at all the, the schools 
and, and ah, ...Private College just kind of overall, it wasn’t like a clear-cut 
winner but overall everything seemed to just fit better there and then you add the 
reputation in and the, and that’s what ah, I went with. 
Brett was accepted into the ATEP program as a first year student. Brett’s clinical 
education experience began his first year with about 20 observation hours in the athletic 
training room. “They slowly brought you into it, and then sophomore year hit and it was 
just, boom (laugh) thrown into the fire.” Fall semester of his second year Brett was 
assigned to the women’s JV soccer team at Private College with an upper level student. 
“Suddenly I had no time and I felt like the time management skills they were talking 
about that you needed were suddenly being used.” Brett enjoyed his first clinical 
assignment “because it was the first time I actually got to be on the sidelines as an 
athletic trainer and see what it really was like...it was great.” Spring semester he was 
assigned to men’s and women’s track at Private College again with an upper level 
student, which Brett found to be “one of the more challenging sports to work with.” 
Brett returned to campus two weeks early his third year since his assignment was 
football at Private College. “It ended up being the greatest experience...because I 
learned the most I’ve learned of any clinical assignment because it just, so many hours, 
so many injuries, working with the head trainer and you learned a lot.” Spring of Brett’s 
third year he studied abroad. 
Fourth year fall semester Brett completed a rehabilitation assignment in Private 
College’s athletic training room, as well as working as head ATS with the wrestling team. 
Brett found wrestling to be a “totally different type of game” with a “totally different type 
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of injuries.” Spring of Brett’s final year he worked with the women’s volleyball team at 
Private College. 
Thoughts and Reflections of the Clinical Education Experience 
As Brett thought through and discussed his clinical education experience, he 
spoke of the challenges of the first clinical assignment; various incidents with his team 
assignments; program politics; and his experience with burn-out. 
Like other participants in the study, Brett spoke of the challenge of the first 
clinical assignment when you don’t yet have a knowledge base. 
It was difficult because at, when I was going into it all I had was sports first aid 
and...we weren’t technically supposed to evaluate injuries because we didn’t 
know how to do that yet um, we were learning it as we were going along, learning 
how to do injury reports and all that and the junior was supposed to help you and 
of course the certified was suppose to be there too but...you didn’t see a certified 
quite as much as you probably think you would or should, they didn’t have a 
policy. ...The certified wasn’t at every practice. They were a radio away but we 
were at the practice. So.. .you were on your own, you kind of want to feel like you 
can do stuff on your own or the athletes wouldn’t respect you, ...and so I ended 
up evaluating injuries having just sports first-aid (laugh) hopefully I didn’t mess 
anybody up at the time (laugh). 
While Brett was working with the track athletes at Private College he realized 
“that a lot of them have chips on their shoulders about the... athletic training department 
because they feel like they’re neglected, and they are a lot of times.” Brett “empathized 
with them” and “tried to repair” this relationship by approaching his supervising athletic 
trainer and organizing a meeting between the athletic trainers, track athletes and track 
coaches. Brett felt this meeting “helped a lot” especially “because the coaches were 
notorious for not having a good rapport with the athletic trainers either.” 
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Along with the challenges of the relationship between the track program and the 
athletic training department, were the challenges of working with the track team’s 
injuries. 
Their type of injuries are totally different,.. .the chronic injury is a very hard thing 
to treat...especially in season where it doesn’t really hurt so much at times that 
it’s gonna stop them from running. Like an acute...injury, like a broken leg, 
that’s easy. You’re done. You cast it. ...But a chronic injury...you’ve got to try 
and figure out ways to get through it.. .and.. .it’s the nature of the athlete, they 
won’t stop running so that’s not an option. ...You can’t stop them from running 
and you just have to try and get through it but then they’re upset because they 
want to feel better, and they feel like you’re not helping them. .. .They don’t see 
all that goes into it, so you try and explain to them and they don’t see. 
Brett talked about how at the end of his sophomore year, while other students 
were being asked what they would like for a clinical assignment the next year, he never 
was. “I never had a choice and I got stuck with, stuck with at the time. Private College 
football.” Not being a football fan, Brett was not very excited about this assignment, 
however football at Private College did end up being his “best experience.” Brett felt he 
“learned the most” working with the football team at Private College. 
The number of injuries that you see and the diversity of the injuries easily makes 
you better. You get to learn and...work hand and hand with the head trainer 
who.. .was good about teaching.. .and also let me do things too - not just taking 
over. 
Brett also talked about his personal sacrifice as a result of the large time commitment that 
was involved with the football clinical assignment. 
The other side of the dime was I, if I thought I had no time sophomore year I 
found I had, there was plenty of time sophomore year compared to this first 
semester with football. ...I was working basically two-thirty to seven, seven-thirty 
in the training room every day, traveling or having home games every weekend 
and... the amount of classes didn’t change...you still had, it seemed like always 
seven classes. ... I took a relaxation class.. .thank God for that class because they 
let you.. .lay down and relax and I’d just fall asleep (laugh). .. .1 ended up having 
my worse grade wise, my worse semester. 
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The hectic schedule of football affected Brett’s personal life as well, and when football 
was over Brett “was done.” “I was pretty much ready to crash and bum and I did, I had 
two months off before I went to Australia.. .so I.. .just relaxed and I felt like a new man 
and I couldn’t believe it.” When Brett returned from studying abroad he was right back 
into it with a six-week modality class, and then the start of a new school year. That fall 
semester Brett completed his rehab assignment working Tuesdays and Thursdays 12:00- 
3:00 in the athletic training room, and October through December he worked with Private 
College’s wrestling team as well. 
At times...I’d go in at twelve on a Tuesday and work through till seven-thirty, 
you know cause wrestling practice started at three that’s right when rehab got 
over, and, and you know their practices would go three plus hours 
sometimes.. .plus the time after to treat injuries. 
By this time Brett was “a little bitter” because he had over eight hundred hours 
and felt that he “didn’t need this wrestling.” He was told, “there’s a limit to the amount 
of hours you can work per semester that would count towards that eight hundred hours” 
and because of this he was actually short hours. Brett was not pleased. 
At this point I had learned a few things (laugh), maybe the semester in Australia 
was one of the things I learned, maybe breaking up with my girlfriend and, and 
crashing and burning and... realizing what I was putting myself through and for 
what cost, you know, and I said this is crap. 
Brett was angry because he felt “they put me with wrestling not because they thought it’s 
the best experience for me, because they needed a senior for wrestling.” Brett felt they 
were “using” him, and that they should have considered his “needs” as a student before 
“looking at their.. .needs.” “That really.. .was at the peak of my (slight pause) anger.” 
Brett “ended up going to my curriculum director” and saying “look...something’s gonna 
118 
give here.” The result was that Brett would work with the volleyball team at Private 
College in the spring semester and then be done. 
I got my eight hundred hours the technical way of getting it. I had probably 
closer to fourteen hundred hours.. .but if you looked at the ones that were actually 
counted by... semester limit, I had maybe just a shade over eight hundred hours if 
you can believe that. 
“Overall I was happy with my education. Each sport I worked with I saw different, 
different challenges, different injuries, I gathered different things from it.” 
I think they could’ve done things a little bit different and looked after.. .our needs 
a little bit more but they did warn me going into it that this isn’t for the meek, this 
profession is not for the meek. You’re gonna be working a lot of hours, you’re 
gonna be.. .challenged with time, and you have to multi task, and have good time 
management skills. So you certainly do learn how to manage your time (laugh). 
Learned in the Clinical Experience that Could Not Learn in the Classroom 
When asked what he learned in the clinical setting that he couldn’t have learned in 
the classroom, Brett discussed dealing with different athlete personalities and how 
injuries present clinically versus what you see and learn in a book. Brett learned about 
“the relationship with an athlete” during his clinical experience, and explained that “you 
can’t learn the different personalities that you have to deal with and how some athletes 
respond...to their injury differently and what’s going on in their life differently.” 
Certainly I guess in a psychology class or something, maybe even a sociology 
class you could probably learn some principle about that, but everybody’s 
different. .. .1 mean that relationship and how you’re gonna deal with that, you 
just have to do it and learn how the athletes respond to the way you talk to them. 
...That’s something I definitely learned in a clinical setting that I carry over now. 
The clinical presentation of injuries was another component of the clinical 
education experience that according to Brett “until you see that bruising, you see how 
that progresses,.. .it’s very difficult.. .to teach that in a classroom. ... You have to learn 
what an injury looks like...in a clinical situation.” 
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They can show you all the pictures you want but you’re not gonna get a good 
grasp of that until you see the swollen ankle in front of you. .. .They tell you 
about the signs and symptoms that you’re supposed to look for but you have that 
in your head and then you look at it and until you get that transfer over that’s 
when it clicks cause when you’re reading out of the book, in your own mind 
you’re picturing what that might look like, but then when you apply it over to, 
when you’re actually looking at it that’s when it clicks. .. .1 think you read stuff, 
you learn stuff in a classroom and.. .you have it in your head, but until you go out 
and do it or see it, it doesn’t click, so you need that second part of it to make it 
complete. 
Brett graduated from Private College in May of 2000 with a Bachelor of Science 
degree in Athletic Training. He sat for the NATABOC exam in June of 2000 and passed 
all three parts, certifying him as an athletic trainer. 
Kyle 
Kyle always knew he wanted to choose a career that had something to do with 
sports and rehabilitation. “I’d always been interested in doing some ...any type of sports 
related rehab and then growing up my father was always involved in sports, he was a 
coach.” Kyle’s high school hired an athletic trainer his sophomore or junior year, but he 
never considered pursuing athletic training as a profession until his senior year of high 
school. “The more I thought about it and, you know being able to be around sports daily 
[it] was something I was interested in.” Kyle wanted to “stay fairly close to home” and 
play football in college, however after examining the demands of coursework and clinical 
education requirements of most ATEP’s, he decided that it “was probably best that I 
focused on my education.” Kyle ultimately decided to attend Private University, a 
cooperative education institution operating on the quarter year system. The academic 
year is divided into Fall, Winter, Spring and Summer quarters, each lasting about 3 
months. Students alternate between quarters of classroom work and quarters of full-time 
employment in the field. When students in the ATEP at Private University were in a 
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classroom quarter, they also participated in clinical education experiences. When 
students were in a co-op quarter, they would work full-time at their co-op site. 
As a first year student Kyle was already accepted into the ATEP. “The freshman 
class probably started somewhere between sixty-five to eighty. I think we only graduated 
with a class of like nineteen or twenty.” His clinical education experience began that 
spring quarter with 50 observation hours, which was “to get people to make sure that’s 
what they wanted to do.” “They expected you to do some stuff, but not a lot, mostly 
observation.” 
Kyle’s second year fall quarter he completed more observation hours at Private 
University. Winter quarter was his first co-op experience, which was with Private 
University’s strength and conditioning coach. “That’s a tough co-op because.. .they 
expected you to go out and find a job in the field but you don’t really have any 
experience so most places.. .won’t take you as an athletic training student.” Spring 
classroom quarter he spent 150 hours in the training room at nearby Ivy League College, 
and summer co-op quarter he worked at a rehabilitation center at a hospital. 
Kyle’s third year fall co-op quarter he worked at the same hospital rehabilitation 
center. The next winter and spring classroom quarters, Kyle’s clinical assignment was at 
Division III College One where he worked with the women’s basketball team. Summer 
co-op quarter he worked at a sports medicine clinic. 
Kyle’s fourth year fall classroom quarter clinical assignment was again at 
Division III College One working with the men’s soccer team. Winter co-op quarter was 
spent working at small Division III College Two predominantly with the indoor track 
program, which won “the NCAA Championships with the women’s team.” Spring 
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classroom quarter Kyle was back at Private University for a clinical assignment with the 
football team. 
Kyle spent his fifth year fall and winter co-op quarters working again at small 
Division III College Two with the men’s and women’s soccer teams. “I traveled with 
men’s and women’s soccer. .. .Their women’s soccer went to the elite eight.. .that year, 
the men made the NCAA tournament but lost in like the first or second round.” His final 
clinical assignment was spring classroom quarter at a division II college working with the 
women’s basketball team. 
Thoughts and Reflections of the Clinical Education Experience 
Reflecting on his clinical education experience, Kyle said he “would definitely do 
it all over again.” He felt it was helpful when he got “out in the field” that he “was all 
over the place with rehab clinics and different levels of colleges” rather than just being at 
Private University and only knowing their way of doing things. Reflecting on his clinical 
education experience, Kyle spoke of his first experience traveling with a team; his 
realization that things are not black or white; his co-op experiences; and various 
relationships between coaches, athletes, and administrators. 
Kyle told of his first experience being assigned a team, the women’s basketball 
team at Division III College One. He recalled feeling “like all right I knew this was 
coming but I don’t know if I’m ready for it.” 
Which is good because you know maybe you had been on the road before but you 
had gone.. .when the certified was with you. ... [Now] I’ve got to be the one that 
runs out on the field and like does stuff, (laugh) So it’s kind of intimidating at 
first because they [coaches] want to know everything that’s going on and you 
don’t know everything that’s going on. 
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Kyle spoke of the “challenge” when he was “just kind of thrown” in with a team, but felt 
it was necessary “because you’re gonna be on your own eventually.” Typically being on 
your own would occur after graduating and passing the exam, however as Kyle pointed 
out, and as other participants have discussed, this was not always the case. 
When... some of the clinical sites find out you’re a senior they’re like, “Oh yah 
you’re gonna be taking the exam, you’re good to go!” So they want to get as 
much out of you as they can. 
While at small Division III College One, Kyle also began to see his supervising 
athletic trainers doing things totally different from what he had learned in class. He 
talked about how this was very confusing, and how he sorted it out. 
That’s when you would start saying, ... “I just learned something totally different 
in class. Now the way they just hooked up the machine is the way I was told not 
to hook them up.” We’d have these big discussions in class, “well I saw this this 
way, and saw this this way.” So that’s where you started getting a lot of...stuff in 
your classes and then you’d see other stuff in clinical. That was something that 
I.. .saw a lot through my educational experiences. ... So you kind of pick and 
choose and maybe you feel like this is a better way, maybe you feel more 
comfortable...how this person did it and it becomes your own. You take little bits 
and pieces from everywhere. I think that kind of leaves you open to a lot of 
things too, rather than just working at one clinical site all the time, and...they 
rehab ankle injuries this way,.. .no other way. Being able to be at a bunch of 
different places... allow[s] you to see a lot of different ways to handle injuries, a 
lot of ways different athletic trainers handle the same injuries. There was a lot of 
variety in what I saw. Sometimes it was confusing because.. .as a student you’d be 
like, “all right now what’s right? There’s got to be one way.” 
Kyle really enjoyed his experience at Division III College Two because it “was a real 
good working environment.” He explained that in this clinical “situation...the athletic 
trainers weren’t always assigned to one team.. .they had one team they were ultimately 
responsible for but they were always real good about” coordinating and sharing team 
coverage responsibilities to alleviate everyone’s schedule, especially on weekends. 
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The following fall semester Kyle was back at Division III College Two working 
with the men’s and women’s soccer teams. He explained that it “was the first time I felt 
like a real connection to the team because I was always with them. .. .1 think it was how 
the co-op was meant to be. I wasn’t really a student, I was set up like I was another staff 
member.” Private University gives out ten co-op awards a year for all the students at 
Private University, Kyle won such an award for this clinical experience. He laughed as 
he told the story of a production crew coming to film him at the clinical site because “that 
was the first time an athletic training student has ever won it, so it was a big deal.” 
On the tape my supervisor there was laughing, he’s like... “People would come in 
and look for Kyle, you know, here we are, two certifieds that have been there for 
six years and they don’t even care that we’re there.” 
Working at a variety of different schools, Kyle witnessed how different athletic 
training staffs interacted with their athletic administrators, and how important it is to 
develop these relationships. 
You would work in different athletic training centers and you‘ld see...the 
situation where the AD gave the athletic trainer full backing, so whatever he said 
as far as the medical decision or this and that was the word and that’s how it was 
gonna be. Which was the case when I was at small division III College Two. 
...The head [athletic trainer] there would go up to the AD and say, “this is the 
situation. .. .I’m not covering.. .practices on Sundays when they give them to me 
less than a week in advance, I’m not doing it.” “Fine that’s how it’s gonna be.” 
Or you would go...to another school, and they’d say “well I don’t think it’s fair 
that we have to cover practice on Sunday when we get a notice on Friday.” “Well 
you’re here to service our athletes that’s what you’re gonna do.” So it was weird 
how...schools could be so different. ...They were the same division, in the same 
league and they treated stuff so differently. 
Kyle speculated that some of the differences could have been related to “the relationships 
within the department or just how things were seen at that school. I think a lot of it had 
to do with the relationship the AD and the sports medicine department have.” Kyle also 
spoke of the varying styles he observed of athletic trainers interacting with athletes in the 
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athletic training rooms. Kyle believes that “seeing different people” has made “a huge 
difference in the way I am as an athletic trainer.” 
You see stuff and you say, “.. .1 saw the way that so and so handled this at this 
school, ...explaining how surgery happened or explaining how an injury 
happened and I don’t think.. .after seeing that.. .if that was handled such a good 
way in another school or explained very well or you know maybe I don’t have to 
be as elaborate as he was but maybe I can give a little bit more information than 
this person did.” So it’s kind of like you find a way to meet in the middle. 
Kyle really enjoyed the co-op structure of his educational experience. While it 
was difficult at the beginning figuring out the system, he felt “it becomes a good 
experience.” Finding co-op positions was the student’s “responsibility,” and “if you 
didn’t find a co-op job it was pretty much your fault.” “You need to contact them and set 
up an interview. .. .Each time you would go for a co-op job you had an interview like 
you were interviewing for a job.” Kyle would have “three, four and five [interviews] 
every time I had to get a new co-op job.” After he graduated and began interviewing for 
jobs, he found it to be “a piece of cake.” For many students, the “co-op jobs became their 
permanent jobs after they graduated.” 
Learned in the Clinical Experience that Could Not Learn in the Classroom 
When asked what he learned in the clinical experience that he could not have 
learned in the classroom, Kyle spoke of communicating with athletes and coaches 
regarding injury situations, and textbook versus practical athletic training in regards to 
implementing rehab protocols and injury management situations. 
Kyle was comfortable with his ability to evaluate an injury and to “know what 
you’re dealing with for an injury,” however, when it came to communicating this 
information to an athlete Kyle learned how to do this during his clinical experience. 
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It’s never expressed to you in class like “all right well let’s sit down and say this 
person is an athlete,... [and] they’re pretty angry that you just told them that 
they’re not gonna be able to play because they think they can. Now handle that 
situation.” You don’t get that in class. ...You get that in clinical...when you get 
assigned to your team. .. .Like all right now you’re holding this kid out of 
practice and the coach says if he doesn’t practice the day before the game he can’t 
play, so now.. .there’s a situation that you have to handle. They don’t teach you 
that in a book,.. .that’s not in any textbook. 
While Kyle felt his clinical education experiences helped prepare him to deal with 
coaches and athletes, after being in the field he “realized that...you never learn how to 
deal with coaches.” 
Every coach is so much different, ...even at the same school.. .or an assistant 
coach and a head coach. You get a head coach who’s like “yah that’s fine okay” 
and then you get the assistant who you’re almost like “well the head coach is fine 
with it why don’t you.. .just back off.” ... You don’t learn that stuff until you get 
out in the field and.. .you’re put in the situation.. .you have to do it on your own. 
Kyle felt that “when you’re there with a certified” you don’t always “have to build a 
relationship” with the coach because the certified “already [has] a relationship.” Kyle 
also talked about building relationships with athletes and that “they don’t teach you in 
class how to build rapport with your athletes.” Kyle explained that, “that’s something 
that just comes with time and working with the athletes.” 
Kyle explained the difference between what he called “practical situations 
versus...textbook situations.” Kyle had two examples to illustrate his point. The first 
involved rehabilitation protocols learned in class. His concern was that, “everybody 
heals differently” and that “everybody’s body reacts a little differently.” 
You may see in a book., .someone has this injury now you’re gonna rehab it this 
way... .There’s certain goals in each phase of rehab that you have to get before 
we should move on to the next, .. .but this athlete’s progressing a lot better than 
I’d seen before so maybe I should push the envelope a little bit. .. .In the class 
you see.. .a rehab protocol and it seems so cut and dry. But.. .every person 
whether it be the same exact surgery, you’re not gonna be able to do something. 
Like some of them are not going to get extension as quickly as someone else does, 
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some people have a hard time getting.. .90 degrees of flexion.. .when the doctor’s 
protocol wants them to. .. .How do I adjust the stuff like that? .. .Just being able 
to manage different cases and.. .you may get the same signs and symptoms for an 
injury but with this person it’s never gonna heal the same way, everybody is so 
different. 
Kyle’s second example of “practical situations versus... textbook situations” involved 
injury management situations. “You can practice spine boarding an athlete” all you want, 
“but until you’re in the situation where.. .you make an emergency call and then you have 
all these other people that are around and everybody else is trying to touch someone 
when you’re telling them not too.” These are the “practical” situations that Kyle learned 
in the clinical setting. 
Kyle graduated from Private University with a Bachelor of Science in Athletic 
Training in May of 2000. He sat for the NATABOC exam in June of 2000 and passed all 
three parts of the exam, certifying him as an athletic trainer. 
Summary 
While each participant’s clinical education experience was unique, there were 
common themes that unite participant’s experiences as well: their sense of commitment 
and dedication to their team assignments; the relationships that were formed between 
athletes, coaches, peers, and supervising ATC’s; an awareness of program politics; and a 
sense of building “confidence” as they progressed through the experience and had more 
“responsibility” and were “trusted”. Participants’ thoughts of what they learned in the 
clinical experience that they could not have learned in the classroom also had similar 
themes, such as an understanding of working with athletes; an understanding of the range 
of interactions an ATC has with a variety of personnel; dealing with the “pressures”; and 
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how to integrate the “textbook” classroom information into the “practical” experiences of 
the athletic training room. 
Chapter Five will continue to present participants of this study by detailing their 
current work experiences and sharing their views on their preparedness for work. 
Chapter Six will further explore participants’ experiences through the lenses of technical 
and fundamental knowledge in an athletic training education program. 
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CHAPTER 5 
PARTICIPANT’S WORK EXPERIENCES 
This chapter continues to introduce the participants of the study. It reports what 
participants have been doing since graduation and shares their career plans. The chapter 
presents the stories told by study participants of their current workplace experiences, their 
reflections on the meaning of their clinical education experience, and their views on their 
preparedness for work. Throughout the chapter it becomes evident that the issues and 
concerns participants had as they transitioned into their work environments were 
fundamental knowledge issues. Participants discuss struggles and challenges of 
communication with coaches, athletes and parents; time management; and developing 
relationships with co-workers. While participants spent much time discussing 
fundamental knowledge challenges, very little was spoken regarding technical knowledge 
challenges. Participant’s seemed to be comfortable with their technical knowledge and 
skills as entry-level practitioners. 
Participants are presented individually to enhance the understanding of their 
unique entry-level work experience. 
Raphael 
The spring semester of Raphael’s fifth year at State College he completed an 
internship at a sportsmedicine clinic. Raphael is now employed part-time, twenty-five 
hours a week by the same sportsmedicine clinic where he completed his internship, 
however he now works in a different office. Raphael also works part-time at sports 
events not associated with the clinic. “Who ever calls me and needs help, if I’m open I’ll 
do it.” 
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Work Experiences 
When speaking of his work experiences as an entry-level ATC, Raphael described 
his relations with co-workers and patients; challenges with the younger patient population 
and with parental involvement in injury situations; the success of the clinic he works at; 
and being perceived as a “kid” by professionals and parents. 
Raphael began by recalling when he first started at the clinic as an intern. He fit 
in right away, and felt that “they sort of liked the fact that I was, got right back there and 
stuck my hands in and helped out and took over some programs and stuff like that.” The 
clinic where Raphael works is doing very well, which he feels is because it is “really 
relaxed” while “at the same time it’s completely professional.” Raphael team-treats 
patients with a physical therapist, and feels that the two of them work very well together 
and create “a good atmosphere for people.” 
...So many patients that have had other injuries say “man this is so much better 
than where I used to go.” .. .A lot of PT clinics...bring them in, they make you do 
your stuff, they watch yah, they don’t say anything and you leave. So there’s not 
really any interaction. With our patients, I mean every time they come in “how are 
you doing” “what’s going on” this and that, they tell us about their sports, about 
their stuff we don’t even want to know, about their boyfriends and I mean, people, 
it’s just a real relaxed atmosphere. 
Raphael also feels the success of the clinic is in part due to the relationship they have 
with the orthopedic physicians. 
We’ve developed relationships with, I mean I can honestly say that I’m friends 
with probably five or six of the physicians and I’m acquaintances with the rest. 
So I know all the doctors. When I have one of their patients and I’m treating them 
and something’s not right then I go right to him, you know I don’t have to fax a 
letter to someone, not know if it’s getting read by the physician, I have a 
relationship which is nice for the patients as well. 
Raphael related one of the most significant patients he’s treated in the clinic to a 
football player he treated while at State College. He worked with this athlete from State 
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College for three hours a day for three months rehabilitating his knee. “It was a 
good...experience. I learned a lot with him.” Raphael further explained that this 
experience helped prepare him for the “specifics” of working in a rehab clinic. “It was 
fun to try to meet the goals” the doctor would set. Speaking about the patient with the 
injured knee at the clinic, Raphael spoke at length about treating this patient and the 
relationship they developed. 
By the second week we were good friends. .. .1 mean he went through a lot and 
just treating him on a daily basis, he used to call me bulldozer.. .he’s a good guy 
and he’ll do all right cause I know he’ll stay with his program and that’s the thing 
some people who leave the clinic and never spend another day working at it and 
they have problems for the rest of their life ... That’s part of the, mental challenge 
is getting people to, to become motivated and change the way they normally go 
about things so when they leave it doesn’t just come back and they’re back. 
Raphael continued to tell of his frustrations in motivating patients, particularly 
“young kids, like young girls, like twelve, thirteen years old has been tough.” He was 
used to working with college athletes where, “I give a guy three things to do, he goes and 
does them.” Raphael’s challenge came when the clinic would be very busy, and he 
would expect returning young ladies to work independently through their programs. 
Nothing frustrates me more than...young girls doing an exercise knowing exactly 
how to do other exercises and just standing there and looking at you. I’m just 
like, “well get your sheet okay, and do one of those” and they just need that and I 
am not used to that. ...So that’s something that I’ve slowly but steadily I’m 
trying. I’m starting to accept and being able to handle, but at first I would just get 
frustrated and be like “just do what’s on the sheet!” 
While Raphael spoke of challenges with patients, he spoke of none with co¬ 
workers. Raphael described himself as getting “along with everybody,” “pretty easy 
going” and “not hard to get along with,” so it was understandable that he had good 
working relationships with his co-workers and patients. Raphael did tell one story of a 
conflict he had with a clinic he provided some coverage for that accused him of not being 
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there, yet billing for service. Raphael was insulted that they “questioned my 
professionalism and my integrity” and he chose not to work for them again. 
Another challenging aspect of the work world that Raphael spoke about was 
dealing with parents. 
Dealing with parents in the high school level, it was a little different in college, 
college you don’t really have to deal with them unless there’s a serious injury and 
you call them and talk to them. High school they get hurt three minutes later the 
parents are right behind yah, that sort of bothers me a little bit. .. .1 think there 
should be someone there to keep them away personally urn, but when you’re 
trying to look at a kid and he just gets hurt you don’t want three people on your 
back “what’s going on” you know what I mean. I’m just like “please give me a 
second here.” 
Dealing with parents can become even more complicated when the parents are 
physicians. While working hockey at a high school, the timekeeper for the games was 
the father of a player as well as a plastic surgeon. This created some situations 
throughout the season that Raphael had to deal with. One was when a player injured their 
shoulder and the plastic surgeon timekeeper stepped in while Raphael was evaluating the 
injury, and proceeded to deliver inaccurate bad news about the extent of the injury. 
The plastic surgeon walks right by, almost pushes me out of the way, grabs him, 
okay, reaches under the pad, grabs his arm, says “does that hurt” “yah” “can you 
lift your arm?” he goes “oh it’s serious, you’re done”, right in front of the kid. 
What does the kid do immediately, take all of his equipment off, starts thrashing it 
against the wall, throwing things everywhere, slamming his arms around. I felt 
like grabbing the doctor and throwing him along with the pads. I was so upset. 
.. .1 guess he takes precedence over me because he’s a doctor but at the same time, 
this isn’t his field. Um, putting in breast augmentations and evaluating an injured 
orthopedic injury aren’t the same thing. 
Ultimately the athlete did only have a minor injury, as Raphael suspected. Raphael spoke 
with the coaching staff regarding the incident and in the future the plastic surgeon 
timekeeper only intervened when asked to. For example, he sutured an athlete’s chin 
during a game, and Raphael was very grateful. 
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Raphael felt that the physician at the hockey game may have perceived him as 
“only a kid” when he was evaluating the athlete’s shoulder. He continued to talk more 
about being young and getting acclimated to working in the profession, and why he feels 
he has been successful. 
I think it’s because (pause), I mean I’m a confident person and when I talk to the 
coach I tell him exactly what’s going on and there has to be a level of trust there, 
if you don’t have trust then you might as well not even work for the team. As far 
as I’m concerned, because the coach will be scrambling to try to throw them back 
in um, but I’ve tried to be as honest as I can with the coaches (clears throat) and I 
just think, I mean I’ve seen athletic trainers get chewed up and spit out, I mean 
there’s kids that were in my program that just weren’t in the right field, I mean 
athletes can be completely brutal and there’s just some people that, you have to 
have the personality to do that sort of thing, you gotta be able to take criticism and 
you gotta be able to take people busting your chops, you have to be able to give it 
right back I mean if you can’t you can’t be in this profession because it’ll just eat 
away at you. You’ll have gray hair in two years. 
Working with teams will not give Raphael gray hair, however working in the 
clinic might. While Raphael does enjoy working at the clinic with his co-workers, 
patients, and the physicians, he still spoke of his challenge to be in the clinic for five 
hours a day since he wants “to be out in the field., .taking care of guys.” He loves “the 
team atmosphere.” Ultimately he wants to get back into the collegiate setting where his 
primary responsibilities would involve team coverage and patient care. 
Reflecting on the Clinical Education Experience 
Reflecting on what the clinical education experience means to him after working 
in the field, Raphael states. 
Those experiences I had when I was a student totally molded the way I act now, I 
mean I’m still, when somebody asks me how long I’ve been doing this, you know 
I generally say three years because I feel like the minute I was thrown in, since 
the minute I started doing this is all those experiences from that point on, you 
know go to mold and shape how you, you know use decision making and 
everything now. So I mean, I just feel like there’s one big continuum and I feel 
like I just, I’ve just been doing it. It’s not like, okay I was a student for two years 
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and then I became certified and now I’m doing this. I feel like I’ve been an 
athletic trainer for, you know three years.. .and the certification was just part of 
that. 
Raphael does not feel that becoming certified changed anything, other than the fact that 
he now has a job and gets paid. 
He also began to imagine what his education would have been like if he had not 
had these experiences. He compared his athletic training education process to that of a 
business major, “where you just take your classes and then you’re thrown into the field.” 
He felt this would have been very difficult. “Um, I mean that’s what the clinical is all 
about. If it was just classes, I mean we wouldn’t, I couldn’t imagine where I’d be right 
now if there wasn’t the clinical experience and if I didn’t get to deal with all the 
situations I dealt with in college. Clinical is really, what molds you and shapes you and it 
gives you an idea what you want to do in the future.” 
Thoughts of Preparedness for Work 
Overall Raphael felt that he “had a good education at State College,” and that he 
“had a lot of good clinical experiences” while he was there, and that those experiences 
“prepared me for a lot.” When Raphael began working in the clinical setting after he 
graduated, he did encounter specific injury rehabilitation situations that he did not feel 
prepared for, however he viewed himself more as a learner in these situations than as an 
unprepared practitioner. 
So at first I was in the role of learning a little bit more especially when I started at 
my internship. Um I never had a biceps tendon rupture, so I don’t know the 
progression I’m supposed to use. But it’s nice, when you work in the clinic the 
doctor sort of gives you a time frame of, I mean not with all injuries but they’ll 
give you restrictions so that way you know you’re not doing any more than you’re 
supposed to. Um, but as far as my rehab background I think I learned a lot at 
State College. There I treated a decent amount of patients. 
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Raphael also felt prepared to respond to medical emergency situations as a result of his 
educational experiences at State College. 
You always think you’re gonna be nervous when you go on.. .like I think about 
things in my head and I get nervous but then when they happen you just sort of 
stay poised and take care of them. I mean you go down and you take care of the 
situation, but I think that’s all part of, part of college is the fact that I’m able to 
respond to those situations. Um, God, I mean, heaven forbid a kid goes into 
cardiac arrest, am I prepared for that? I’ll find out when it happens. I mean I know 
how to do everything. Am I gonna be able to do it when the pressures on? I’d 
better be able to. I feel like I’m prepared for anything honestly. 
In discussing what he felt prepared and unprepared for, Raphael expressed a clear 
sense of his boundaries, and seeking help when he needed it. 
If at any point I felt like I wasn’t qualified or I was doing something overstepping 
my boundaries then I wouldn’t be afraid to ask for help from a physician. I know 
my scope of what I can do. If a kid lost eight teeth I’m not gonna try to put them 
back in. I’d send him to a dentist. .. .1 mean I work with confidence no matter 
what if I’m gonna make a decision, I’m gonna do it. And I feel pretty confident 
in my decision making skills just through college (clears throat) so if there’s 
anything that I have a real question on I’ll call the doctor and I’ll ask or I’ll talk to 
the PT [physical therapist] and say “oh you’ve treated this before right?” and then 
“do you think that’s a little too much too soon or do you think I’m not doing 
enough.” But that’s part of me being an athletic trainer. 
Raphael will continue to work part-time at the sportsmedicine clinic, and may 
have a regular high school assignment this coming academic year as well. Along with 
that, Raphael will begin to take graduate courses toward his masters degree at a nearby 
college, where he will also have a graduate assistant position and provide 10-15 hours of 
athletic training services a week. He hopes to eventually work at the collegiate level as 
an athletic trainer. 
Heather 
When Heather entered college she hoped to pursue her interests in physical 
education, soccer and athletic training, and all of those things meshed together very well 
for her at State College. Upon graduation she searched for a job that involved teaching 
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physical education, coaching soccer and athletic training. Heather felt very lucky when 
she was hired by a large public high school to teach physical education, coach women’s 
soccer and lacrosse, and be an athletic trainer. However, when she was hired she 
believed she would be doing more athletic training. Coaching a fall and a spring sport, 
she only has time for athletic training during the winter sport season. She hopes in the 
future to only coach soccer and work more athletic training in the winter and spring sport 
seasons. 
Work Experiences 
Speaking of her work experiences, Heather spoke of challenges with her co¬ 
workers, very involved parents, a possible life-saving intervention with a lacrosse athlete, 
and betrayal by her boss the athletic director. Heather spoke at great length of many 
frustrations in her work environment, and was to the point of tears many times during the 
interview. Heather discussed her unique teaching circumstance, the problems it has 
caused, and her attempts to resolve them. 
I walked into.. .my teaching situation was unique when I came in last year. 
.. .Another girl was starting that year, just out of college, just graduated from State 
College actually with me, the other girl was in her second year. At first it was, it 
was fine.. .but then it got to the point where it was like, the lack of experience in 
difficult situations just wasn’t good, like it wasn’t good to have three non-tenured 
teachers like, you know just trying to solve problems that really, simple problems, 
not even like big problems, just what do I do in this situation or what do I do and 
we didn’t know and it just (pause).. .1 just think it could’ve been handled a little 
bit different maybe put different people in different places. 
Heather and her two colleagues “attempted to solve it internally...and it got to the point 
where.. .it was unprofessional, it was just like constant bickering.” They then asked for 
help from the athletic director (their boss), who told them “you guys are young” and that 
they “need to work through it.” Heather has since “searched out other options like union 
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reps and you know what other steps can we take. ...It’s called conflict resolution, which 
I mean might not be a bad idea but I don’t know, so that’s the issue... It’s very stressful.” 
“Thank goodness I have an established rapport with people outside...my department,” 
relationships with co-workers “makes a great job.” 
At this point in the interview. Heather is quite exasperated and said that this was 
‘^totally not what I anticipated coming out of college to be quite honest with you.” What 
did she expect? 
Oh God, everything to be perfect of course (laugh), I have to be honest with you 
I’ve never really come in contact with people of this nature maybe, just, and 
dealing with adversity really hasn’t been the main focus in my life like (pause), 
and not to sound cocky in the least bit, but college just went so smooth like 
everything was perfect, my teachers were great, athletic training program went 
great, my soccer career went great, at the end of the year, the year of my like 
senior year everything was perfect, I’m like (screeching noise) like you know, a 
natural high I was like yah, and then this is just a, ...you know it’s a little 
disappointing, but in the same note, you know you deal with it...It was just, I’ll be 
honest with you, a huge transition. 
Heather spent much time discussing the community where she works, the 
importance of soccer in this community, and the degree of parental involvement. Being 
involved with the varsity women’s soccer team. Heather was exposed to many parental 
situations. “The parents are soooo involved here, I’ve never seen anything like it. This is 
another huge, huge like just eye opener.” Heather told of situations ranging from parents 
calling to complain about playing time, calling security to remove a parent from the 
sideline during a game because he was going after the head coach, and parents supporting 
their children even when the children are caught in lies. 
Heather told of an interesting encounter she had with a lacrosse student-athlete, 
where her intervention may have saved her life. Heather had noticed that one of her 
lacrosse athletes was “just different, very, very different.. .and at first it was almost like 
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entertaining different. .. .But it was so obvious that her social skills were just 
(pause).. .not there and she’s, she excelled academically and I’m like, you know what 
something is just not right, like something just isn’t there like, eye contact, it’s always 
like down off to the side.. .just not right.” Heather continued to monitor this athlete’s 
behavior and brainstormed with others as to what may be wrong with her. And then. 
One day, the day that I finally decided like this is it, she came in with cuts on her 
arm and I was like okay this is not good and I, I confronted her on it. ...So I 
called her on it. Actually I went through our guidance counselor, one that I have 
established a rapport with and she was like “oh I’ll call over and see who’s, who’s 
working there,” and come to find out they had, the intervention counselor brought 
her in and right out front she’s like “yep, I need help” which is awesome cause I 
didn’t think she would, like cause she lied to us about it....I could not believe that 
she wasn’t seeing anybody [counselor] it was just ridiculous, I mean it was 
obvious I mean her social skills are just... 
Heather was not sure if the student-athlete was going to return after this incident, but was 
extremely pleased when she returned to practice with the team, and said “it was like a 
weight was lifted off her shoulders.” 
Heather then shifted back to the tensions and conflicts between her and her co¬ 
workers. She talked about her relationship with the athletic director, which was okay on 
a “superficial level but when there’s serious issues to be dealt with, there are 
confidentiality issues.” After Heather’s first year working at public high school, she had 
decided to apply for a couple other jobs feeling that she may “need a change.” The 
athletic director called her into his office and asked her why she was applying to other 
jobs. 
I’m like, to be quite honest with you I’m absolutely miserable, I said “to work in 
my first year of teaching to be absolutely stressed out, in tears every single day,” 
I’m like “this isn’t worth it for me,” he’s like “well what can we do to keep you 
here,” I’m like, “you know help us with this problem” and he’s like “well I don’t 
know what to do,” I’m like “okay then don’t question why I’m applying to 
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another school” (slight laugh). And we had a whole discussion as to why, you 
know why I felt this way. 
Heather thought this was a professional and confidential discussion between herself and 
the athletic director, her boss. However, sometime after their meeting that confidentiality 
was breached. 
We had a soccer meeting at a restaurant, three other teachers were there including 
myself and he [athletic director] comes up to me, he’s like “well why don’t you 
have a drink” and I’m like “okay.” You know we were sitting down and having 
dinner and a drink and there were other teachers. He’s like “do you want to tell 
them all why you’re leaving now.” I go (gasp)... I was absolutely floored. I’m 
like, did we not have this conversation in private. 
Looking back on her first two years of work since graduation. Heather says, 
“needless to say I’ve had my share of growing experiences here.” 
Reflecting on the Clinical Education Experience 
Reflecting on the meaning of her clinical experience, Heather fluctuates between 
wishing she hadn’t taken it for granted and questioning the “reality of her experience.” 
As Heather explains, 
I definitely took advantage of it, and didn’t value it at the time. Like, I thought 
that’s the way it is, you know, like I had a good experience all the time. Like 
great people to work with, great people to work for, not work for, but pretty 
much, when you’re working for the head trainer as a student athletic trainer you 
are working for them. Um, totally took it for granted, and now I’m slowly 
realizing that it’s not...not that it’s not reality, but um, hard to describe...I guess I 
should have just valued it a little bit more, you know, at the time. Instead of just 
going through it. 
When asked to expand on “not reality,” Heather explains, 
Not not reality, but I honestly at this point question whether... Maybe my college 
experience wasn’t reality. Maybe I was.. .1 cannot tell you all the positives in my 
college career. Like I couldn’t even... like... and it’s not just that I had fun, it’s 
not... Right now, if I had to tell you a negative about the physical education 
department, about the athletic training department, about my soccer career...sure I 
had a bad game every now and then, that’s to be expected, but.. .1 mean, now I’m 
slowly like realizing that maybe that’s an experience that very few people 
have...I’m not sure. I don’t know. I don’t know all the answers. But, I shouldn’t 
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say it’s not reality, but maybe I should have valued it a little bit more as I had 
gone through...everything in hindsight, right? 
Continuing to reflect on her educational experience, Heather also realized that in college 
she balanced many things on her plate with the help of the ATEP program director. Thus 
far in her professional life she is still trying to do the same thing, but is coming to realize 
that this may not be possible. This may not be “reality.” 
Thoughts of Preparedness for Work 
Heather felt very prepared for what was expected of her technically in her 
professional pursuits, and as she reflects on what she felt unprepared for, she questions 
whether it is something her educational experience could have even prepared her for - 
“characters” as she phrases it: 
I wouldn’t even question them at any point in time for the, for the actual teaching 
aspect, you know the actual athletic training aspect or the teaching or the coaching 
I mean, I had no question... You know, as close to perfect as I thought I could 
get, you know with all the content that I learned. The contents, the organizational 
piece, and that I felt completely prepared for but...I don’t blame my education for 
not preparing me for.. .characters I guess. I never ran into it in my life, cause 
that’s not an educational, a lack of preparation but I guess I just hadn’t anticipated 
some things, (pause) I don’t know, now I’m starting to question, is it a possibility 
to have, you know the ideal position. I don’t know... If I had to classify an ideal 
position, one I thought we were all on the same page, which is very, I guess 
surreal if your in a position where you work with other people, but (pause) that’s 
what I was looking for and obviously it wasn’t there. 
Heather also did not feel prepared to deal with parents, or what to expect from 
parents. 
I think parental interaction too, is something that maybe...I don’t know that they 
can prepare you for but it’s something that, maybe they should throw off, just say 
what could happen, you know, probable solution or and not even, not even with, 
with positive things I mean just that interaction where, they are quite a bit older 
than you. I was young. 
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Heather is not sure whether she will return to public high school next year. Due 
to considerable frustration in her work environment, and no real sense of a possible 
resolution she felt at a crossroads regarding her future. She was considering graduate 
school, new jobs, or possibly even pursuing her dream of being on the Olympic bobsled 
team. “If I had money I would definitely go up and just (slight pause) give the dream a 
shot for a year and see if I can make the bobsledding team.” 
Tim 
Immediately after graduating from State College in December of 2000, Tim began 
working as an intern at a small private university located about an hour from his 
hometown. Tim worked that spring semester as an intern athletic trainer, even though he 
was not certified as an athletic trainer. The head athletic trainer worked only with men’s 
ice hockey, which meant Tim was responsible for all the other teams; men’s and 
women’s basketball and tennis in the winter, men’s and women’s lacrosse and baseball in 
the spring. Tim had very limited contact with the head athletic trainer. 
I really didn’t talk to him that much. I didn’t see him that much, and when I did, it 
wasn’t a thing where he came and sat down and said, you know, “Okay, let’s talk 
about what you’re doing and what we can change.” It was, “Hey, how are things 
going?” kind of on the fly. Or, “I gotta catch a plane with the hockey team. I’m 
off to Minnesota now. See you later. .. .“Is there anything really huge that you 
need to tell me?” You know, “Did somebody file a lawsuit or something?” “No.” 
“Okay, I’ll see you later”. 
Essentially, in a matter of two weeks at the end of December, Tim went from being an 
athletic training student at State College working under the direct supervision of a 
certified athletic trainer, to being an assistant athletic trainer working independently 
covering three teams at once. “I guess for a recent graduate, it was a lot of responsibility 
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to take on at one time, but I loved it. .. .1 had to kind of jump right into it and get the ball 
rolling myself.” 
The following fall Tim was hired full-time as an assistant athletic trainer at small 
Private University. The University decided to establish a new full-time assistant athletic 
trainer position instead of hiring an intern athletic trainer each year. 
Work Experiences 
Speaking of his work experiences as an entry-level ATC, Tim spoke of 
transitioning to work, his relationship with the head ATC, the coaches, and the student- 
athletes, and the hiring of a new athletic director and what this could mean to him and the 
department. 
Tim’s transition to working at Private University was stressful and full of busy 
days. Since the head athletic trainer worked with the men’s ice hockey team at a separate 
location, he was typically not available. Tim was expected to cover all other athletic 
teams and responsibilities in the athletic training room. Also, when there were home 
games, teams would arrive without a certified athletic trainer, so Tim “would take care of 
both teams, and if it was basketball, all four teams basically at the same time.” 
It was overwhelming. But, ...I would rather be overwhelmed than be bored and 
not have as much to do. .. .1 liked the responsibilities, I liked being able to make 
my decisions and trust my own judgment, and because nothing happened (laugh) 
serious, I think the transition was a lot easier for me than maybe it would have 
been for someone else, and it was the situation that I would have rather had, so I 
was, I was happy with the transition. 
Tim described a good relationship with the head athletic trainer and feels that they 
respect each other. When athletes come in and ask for Tim, the head ATC will have 
them wait for him, rather than take over. “He’ll leave that athlete until I come in. He 
won’t go over me, either... which he has every right to do, but that’s just the working 
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relationship that we have.” Tim described the head athletic trainer as being more “old 
school” in that he treated most injuries in a simple manner, where Tim preferred to use 
more complex treatment techniques. However, when treating Tim’s athletes in his 
absence, the head athletic trainer would follow through with his treatment protocols. Tim 
continued that he did not “want to sugar coat it. We have our differences, but for the most 
part, um, we don’t see each other that much to fight anyways, and then when we do, like 
in the springtime when hockey is done, um, we’ll just, you know, we’ll sit down and 
discuss it.” Tim also discussed the tension that was created between the coaches and the 
head athletic trainer by his absence and lack of involvement in their programs. 
They’ll say, “Hey, ...he spent all the time on hockey, which we understand, but 
when he has free time, why can’t he come in and devote a little bit of time to us, 
too. You know, we are teams here. We’re NCAA varsity teams. It’s not like we’re 
little club or intramural teams.” You know? And they’ll say, “Why can’t he come 
in and...” ...So, you know, there are times where coaches will ask me, you know, 
“Hey, where’s Jim? How come he’s not around?” And so then, you know, I’ll 
explain to them, you know, this is where he is, this is why, and then I’ll go back to 
him and say, you know, “Some of the coaches are wondering why...” you know, 
and then we’ll discuss that. 
Tim felt he gained the trust, respect, and confidence of the coaches and athletes right 
away, partly because they knew “that I’m the one that’s gonna be with them through the 
season” and that “I’m the one that’s gonna be taking care of them.” Tim liked having his 
“judgment on injuries and stuff actually mean something” to the coaches and the athletes, 
and that they respected what he had to say. Tim was a bit surprised at how well he was 
received by the coaches and athletes, especially since he was so young. 
Tim spoke briefly of his relationship with the team physician and how it was 
awkward at first because he was not certified, yet without the head athletic trainer around, 
he needed to establish that relationship to facilitate the care of the athletes. Tim felt 
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“confident” in his abilities and felt that his “good experience at State College” had taught 
him well. So while at times he felt it was “a little scary” because he didn’t have anyone 
to consult with on injuries, he feels he has a good relationship with the team physician 
because, 
I sent the student-athletes when they really needed to be sent, and then when they 
didn’t, I took care of it myself, and I don’t know if that was just luck or that was 
the education I got or what, but it worked out to the point where now I think he 
[team physician] understands that I’m not gonna send him a kid that doesn’t need 
to be there. 
Tim spoke of the challenges in communicating injury information to student- 
athletes, coaches, and parents. The injuries he finds the hardest to manage are those that 
don’t always have objective evidence, and the difficulty of conveying to coaches and 
parents the significance of the injury. 
I think probably the most challenging injuries that I’ve ever had are the 
concussions. Um, in the respect that, you know, if you get a dislocation or a 
fracture, or something...the athlete, the coach, everyone, the parents, they know, 
“Okay, they’re done for a while.” Whereas with a concussion, it’s hard to tell the 
coach, “Listen, your athlete has a concussion. If they get hit in the head again, you 
know...” There’s second impact syndrome and all that stuff. It’s hard to tell him 
when he’s like, “Well, he’s walking around fine. He’s not falling over, ...why 
can’t he play?” 
Tim further explained that the hardest injuries are those without the objective evidence, 
“the type of injuries where the coach and the parents can’t actually see where there’s 
something wrong with the athlete.” He spoke of an incident with a women’s basketball 
player who had a stress fracture in the tibia and the coach and the parents just didn’t 
understand why she couldn’t play. Tim also told of a lacrosse player he held out of play 
for a concussion. Tim’s stories illustrate the complexity of dealing with an injury 
situation, and how many times the identification of an injury is the easy part. It is the 
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communication to the coach, and to the player regarding the nature of the injury and the 
necessary course of action in treating it that becomes the challenge. 
While Tim felt challenged dealing with particular injury situations, he said he 
doesn’t “really get grossed out” or “nervous with injuries... If somebody goes down and 
they’re out, ...I’ve got the ability to stay calm and to go through my stuff and I’m pretty 
good with that.” Tim felt prepared because “being at State College, they kind of threw 
you into the fire a little bit there.. .when they taught you.” When asked to clarify what 
“threw you into the fire” meant, Tim spoke at great length of a professor he had at State 
College and some of his experiences with him. 
Well, at State College, we had...one of our professors there...I kind of followed 
more closely .. .he was kind of more my mentor down there, and I really liked the 
way he did things. He was very by-the-book, ...but [sometimes] he’d beforehand 
get one of the other professors in the phys. ed department or something to come in 
and lay on the ground, you know? And you’d walk in and he’d be like, “They’re 
down. What do you do?” You know? And you’ve got your books in your hand 
and you’re like, “Oh.” You know? And you’d have to put your books down and 
you go through your steps, you know, of the ABC’s and all that, and I mean, he’d 
just throw that at you. So, I mean, it was weird because the first time it happens to 
you, you’re like, “Oh my God.” But then after a while, you’re like, “Hey, this is 
how it’s gonna happen sometimes.” You know? You’re gonna have an athlete out 
in the field that just drops, you know? ...And you’ve gotta be prepared for that. 
So, I think as far as that goes, he prepared us very well for that. 
While Tim felt prepared to deal “with severe injuries or anything like that,” he felt 
challenged by the injuries, like concussions, that are “hard to explain to the athletes or the 
parents or the coach why they can’t play and they need to be out a week or a month or 
whatever.” 
Throughout Tim’s stories of his work experiences he would refer to the hiring of a 
new athletic director that would be starting next year. Tim was hopeful that the new 
athletic director would bring change and unity to the athletic department. Tim has been 
working in a unique situation since his boss, the head athletic trainer, and the athletic 
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director, his second in command boss, are very good friends. Remember that when Tim 
was hired at Private University there was no formal selection committee or process. The 
head athletic trainer had the freedom to hire whomever he wanted. 
He’s [head athletic trainer] originally from there, the athletic director was 
originally from there, from the.. .area. So everybody kind of knows each other, 
old friends from back home type thing. So, you know, basically they told him, 
you know, it’s your decision, whatever you want to do. 
This relationship between the head athletic trainer and the athletic director may have 
contributed to some of the issues Tim has had regarding equally splitting up the coverage 
of all teams, particularly in the fall and spring, and with the coverage of women’s events. 
Regarding this issue and the new athletic director, Tim is hoping that “the new athletic 
director will tie that up pretty quickly and it will be over with, ‘This is where you need to 
be. This is what you need to do.’” 
Reflecting on the Clinical Education Experience 
Reflecting on his clinical education experience, Tim felt that he “was real lucky.” 
I got to experience pretty much every injury, from, you know, abrasions and turf 
bums all the way up through different skin conditions, concussions, fractures, 
dislocations... I mean, everything you can think of as an athletic trainer, I’ve 
pretty much gone through. .. .1 had an experience where, I think I pretty much 
experienced everything I possibly could. You know, I’m sure there are things I 
missed, but, urn, for the most part, there wasn’t really an injury or a part of the 
profession, other than maybe dealing with the administrative part of it, that I 
didn’t get out of my experience. I cannot complain about it at all. I had probably 
the best experience of anybody in my class. .. .They treated me really well there, 
and my experience was great. .. .If I didn’t have that clinical experience, I don’t 
think I would have done as well, or.. .1 don’t even.. .I’m so new into the 
profession, I don’t even know what kind of athletic trainer I am, but I’m sure I 
wouldn’t be as good as I am if I didn’t have the experience that State College 
offers. 
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Thoughts of Preparedness for Work 
Tim felt very prepared for the technical knowledge aspects of being a certified 
athletic trainer. 
Um, as far as what I was prepared for, coming out of State College um, as far as 
my skills as far as, you know, prevention, treatment, rehab of injuries, I felt very 
prepared for that. I had no real doubts as far as that, going into this job. Um, I 
knew that I could do what I needed to do as far as tapes and wraps and you know, 
identifying injuries and knowing how to treat them. I had no problem with that. 
So, I think that was probably my strongest point. I knew that I knew what my 
profession was about and what I needed to do. 
Tim did struggle at Private University in the beginning with some of his administrative 
roles in the training room regarding “...some of the paperwork and the insurance and 
stuff like that, it was.. .it was a little tough, because obviously it wasn’t the same as at 
State College. You know, the injury reports and what you needed to do and the steps you 
needed to take, so...and like I said, (Head Athletic Trainer) wasn’t there, so, you know, a 
lot of it I had to learn on my own.” 
While Tim felt very comfortable with his technical skills and abilities as an 
athletic trainer, he had some reservations starting his first position with establishing 
relationships with coaches and athletes. He had confidence in his communication skills 
and his ability to get along with others, but feared that coaches and players would not 
respect him. 
I came into it knowing that I could probably get along with everyone, that as long 
as they respected me and they gave me what I needed to have out of the 
relationship between the coaches and myself, the players and myself, that I could 
do well there. .. .As far as what I didn’t feel as strongly about, the biggest thing 
for me, I think was the doubt as to whether or not they were gonna respect me or 
they were gonna be able to work closely with me, and so I was a little hesitant on 
that. 
Summarizing how he felt as an entry-level athletic trainer, Tim states, 
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So, I think most of my worries were with administrative type stuff.. .you know, 
how am I going to communicate with the coach if there’s a problem or what am I 
going to do... if I have a conflict where I do tell a coach that a student can’t play 
because they have a concussion, and the coach says, “I’m playing him anyways.” 
You know, what am I gonna do? ...If I had to pick something that I was unsure 
of, that I didn’t think I got enough experience at State College, and I don’t 
necessarily think it was their fault, because, I mean, I don’t think you want to send 
a student up against a faculty member, but I didn’t get that as much, and then 
being thrown in like I was at Private University without someone there to help me 
out, was the big issue for me. Um, but as far as my skills with training and stuff, I 
wasn’t worried about that. (Laugh) 
Tim will continue to work at small Private University this year, and plans on 
staying for a while. Tim wanted to work for a couple of years before starting graduate 
courses in education or physical therapy. 
Amy 
Amy was hired as an assistant athletic trainer at a private prep school in June, 
after graduating from Private College in May 2000. Amy felt that her clinical education 
experience at a prep school while an undergraduate student “had a lot to do with” her 
“being offered the position” at private prep school. The clinical education experience 
gave Amy “experience” and “a good feeling as to how it works,” and she felt she “knew 
what” she “was in for.” Amy was happy when she began at private prep school because 
she “came in with a lot of other young faculty” and they have “stuck together. But living 
with kids is different.” 
The staff at the private prep school consisted of her and the head athletic trainer. 
The head athletic trainer and Amy split coverage of all sporting events, while the head 
athletic trainer also handled most administrative duties. At the end of her first year the 
head athletic trainer stepped down, and Amy was hired as the new head athletic trainer. 
That year the old head athletic trainer helped in the fall with football coverage, then Amy 
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was working alone the rest of the year covering all events and fulfilling all administrative 
duties. Amy also works three mornings a week in the health center on campus, lives on 
campus, and has dorm duty. 
Work Experiences 
Speaking of her work experiences as an entry-level ATC, Amy spoke of her 
transition to the work environment and the prep school environment, working in the 
health center, gaining the respect and trust of the coaches and athletes, dealing with the 
presence of parents, time management, and her transition to being head athletic trainer. 
Amy felt that working at private prep school “was a good first experience 
because” she “was able to work under somebody who had been out for a while” and that 
she “could...look up to.” She explained that since it was her first year out she “was 
scared.” 
You know, it’s my first year out and suddenly I’m taking care of kids on my own 
and it’s.. .it’s nerve-racking when you don’t have someone to look up to, like you 
did in college, you always have to clear everything through someone first and 
so...I’m making my own decisions. 
When Amy first began working she felt that she had to “go through” the head 
athletic trainer “first, if someone was gonna be missing a game or missing a practice or 
something” she “kind of felt like he had to approve.” Amy told of the first time she held 
a student-athlete out of practice. The head athletic trainer “questioned” her decision, and 
she “had to defend” herself. However, as the year went on she “got more confidence, and 
he gained confidence in” her, “as did the coaches and everyone.” 
When Amy first began at private prep school, she felt that “time management was 
very difficult.” She found herself “running around everywhere, taking care of many 
different things every day.” “Finally around the wintertime” she had found her “niche,” 
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or “ways to conserve time, or better manage it.” Amy felt her work at private prep school 
was “a lot more time-consuming than being at a public high school,” particularly with 
“dorm responsibilities.” 
You live on campus, you’re with the kids 24-7, you don’t leave work, you live at 
work. You, um...it’s a really big adjustment that you have to get used to. Only 
certain people can do it. Um, so...Before coming into it, I had experience at 
another private school when I was in college, so I knew the lifestyle. 
Amy told of her first year at private prep school and how “the kids were all pretty 
confused” and thought she “was a student from Private College.” 
And so finally the third season, I was like, “Do students usually stay for three 
seasons?” I’m like, “I’m here every day.” They’re like, “Oh, yah.” Now it’s 
official. Once they found out that I could like, put in demerits and like get them in 
trouble for things, then they kind of realized... They respected me a little bit more 
than they would have before. 
Amy felt that the students “grew to like” her “pretty quickly,” because she “was 
younger,” and “they could relate to” her “a little bit more.” She also felt “that trust was 
starting to get lost through the training program,” and she heard “a few student’s stories 
where they would tell” her “about things that had happened before” she got there. As 
Amy spent more time in her position and formed relationships with students and coaches, 
she began to learn more and more about her colleague and why trust had been lost in the 
athletic training staff. 
He apparently would make...made some bad decisions, bad judgment calls 
[regarding injuries.]...This is all word-of-mouth I heard from coaches and kids. 
Um.. .which may have something to do with the fact of why he was getting 
burned out. I think he was starting to lose interest in what he was doing. He didn’t 
really care. I kind of saw it in the fall a little bit when he had already kind of tuned 
out of the position but yet he was still doing it. He was tuned out of being in the 
training room, but yet he was still working with the football team. .. .Parents, 
teachers and kids...parents, coaches and kids all have told me stories. I mean, I 
feel bad knowing all this bad stuff about this guy who was still here who was my 
boss for a year who I looked up to and then I realized that he really wasn’t a great 
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role model for me. Urn, I was just too naive to pick up on it. I didn’t know any 
better. 
Amy talked about the challenges of communicating with the coaches. Being the 
only athletic trainer, Amy was not always able to communicate with coaches prior to 
practice since she was busy working with athletes in the training room. 
Usually, if I keep a kid out I’ll give him a piece of paper to give to the coach that 
they’ve been seen in the training room, this is their problem, this is what we’ve 
done so far about their problem, and this is the management we’re gonna take 
with it, either it will be a limited practice, full practice, no practice, or whatever, 
and um.. .Then I usually try to follow up with them on the field when I get 
outside, because practice has already started before I get out. So I usually.. .1 
make the rounds of all the fields right when I get outside, and I kind of check in 
with everyone and see who is practicing and who is not. 
Amy felt that at first the coaches “were a little skeptical” if she kept someone “out of 
practices and games,” but if she “got the kid out the next day and made them better 
quicker, more trust was gained.” According to Amy, “that’s when you have your conflict 
with coaches, when you pull a kid out, and they think they’re totally fine.” 
Amy enjoys supervising athletic training students from Private College at private 
prep school, and described how it was “very weird going from being a student to 
suddenly being their mentor...and grading them.” Amy felt this was weird because “she 
was being graded a month earlier and then suddenly” she “was grading them.” Since the 
athletic training students were coming from her alma mater, and Amy “knew where they 
were coming from,” she felt confident in their knowledge and abilities. Amy spoke of 
how Private College had “changed the classroom schedule around” and that the incoming 
students probably had more classroom experience “prior to getting out.. .on their teams 
than” she had had, and so she “trusted them a little bit more.. .knowing that they had had 
those extra classes that” she “didn’t get.” Amy enjoys working with athletic training 
students, and feels that it forces her “to know what’s going on, know what you’re talking 
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about,” and to “have the correct answers.” They “want to know the answers” and they 
constantly “ask questions.” 
It’s a learning experience. You learn yourself. You’re forced to be on your game 
all the time. Um, because you do something different and they say, “Why’d you 
do it that way? We always did it this way.” And you have to be able to back 
yourself up. 
Amy spoke about dealing with parents, and how she was “confused for a student 
on the campus.” She felt that as time went by many parents knew who she was because 
“during game day” she would be “sitting on a golf cart with a kit of supplies.” 
“Otherwise, they would have thought.. .1 was a student.” Amy felt that she “had to 
prove” herself, and that she “could handle it.” 
Parents scare me. (Laugh). I feel very nervous around parents. Because in 
college, it’s nice, you don’t have to deal with it. It’s...you know, they really 
don’t prepare you to have to deal with parents. Um, so when I came here, I was 
very nervous. You know, suddenly I’m taking care of these kids, these people’s 
babies and they’re away from home and, um, you know, they want answers and 
many of the parents are doctors, which you don’t know. I didn’t know that. Who 
was who, who was a doctor, who wasn’t. When I was a student at Private College, 
I was up at private prep school, I was helping this kid and this parent comes 
rushing on, and he starts making all these calls, and I didn’t know, he was a 
surgeon. I had no idea, you know? So. But as the year went along, I got to know 
some of the parents. They got to know me. 
Amy went on to tell a couple stories of dealing with difficult parents, and that in general 
“having parents right there in the sidelines kind of gets tricky.” That “some of them are 
right there” practically “on the bench,”, and that “it’s hard having them right there,” as if 
“someone’s watching over you the whole time.” At first this made Amy “a little 
nervous”, but now she has “gained confidence in” herself and does not mind. 
Amy’s second year at private prep school she became the head athletic trainer. 
Amy described it as a “slow progression” since the former head athletic trainer still 
worked in the fall covering football, and then he ceased all athletic training related duties. 
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From that point on Amy “had everything else.” Amy spoke of “a lot of confusion” 
among the student-athletes at private prep school about her taking over as head athletic 
trainer, since the former head athletic trainer did not leave the school but was reassigned. 
“So, there was a lot of education during the year,” and “the kids were always 
questioning” Amy about her new roles and responsibilities. Amy enjoyed her new 
administrative responsibilities as head athletic trainer. She spoke at length of ordering 
supplies, coordinating adequate coverage for all events, hiring a part-time athletic trainer, 
and supervising athletic training students. 
When taking over as head athletic trainer her second year, Amy felt good about 
the relationships she had formed her first year as an assistant athletic trainer with the 
coaches. “They [coaches] were pretty comfortable with me. They knew...you know, 
they had a better feeling. They trusted me. I gained their trust the first year, which was 
really important. If I didn’t, then I think they wouldn’t have opened up as much.” Amy 
felt she gained that trust by being honest with them, even if it meant saying “I do not 
know.” 
Honestly... if I don’t know what it is, I tell them I don’t know what it is. And, if I 
want a second opinion, then I get it, you know, and just not thinking that I knew 
everything. I was very honest with them. You know, I didn’t say, “I’m just out of 
school. I know nothing.” But I was also just, like, you know, “I’m not sure. We’ll 
check and see what it is.” Or, urn...it was weird. I felt it out. I had to feel it out 
this year and how the coaches responded to me, the young, new female, who just 
took the position from a man who was here for 11 years was also very different. 
Amy spoke at length about working in the health center as a “right-hand man” 
running the front desk and helping with administrative stuff during her second year. 
Amy spoke very highly of this experience and how “it opened up the liaison between the 
health center and the training room so much more.” Amy explained that her first year 
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they “didn’t use each other as much” and that “there may have been some bad blood 
between the two,” but that “now this year, it was great.” Amy especially liked working 
in the health center because it enhanced the care that she was providing to the student- 
athletes. When asked if this working relationship was going to continue next year, Amy 
said, “Yah, they won’t let me go. They won’t let me go now. (laughing) I already 
mentioned something. They said, ‘no, you’re not going anywhere.’” 
Overall Amy was very pleased with her first two years of employment at private 
prep school. She is very happy that they have hired an assistant athletic trainer for next 
year, and she spoke very enthusiastically about “plans for a new training room in the next 
year or two,” and how she “would love to be able to stay and start with a brand new 
training room.” “That’s like every trainer’s dream is to have their own place that I can 
really start from ground zero and develop. .. .1 can’t leave now!” Amy’s last thought 
about being employed was that, “It was very weird getting a paycheck for working, for 
doing something that I had done for free for four years. (Laugh) That was nice.” 
Reflecting on the Clinical Education Experience 
When asked to reflect on the meaning of her clinical education experience, Amy 
recapped all of her specific experiences and felt that overall she could not “complain too 
much about my assignments, um you know it was good.” Amy then spoke of changes 
she is already seeing in the clinical experiences of the students she supervises from a 
nearby CAAHEP-accredited athletic training education program. 
Now it’s different. ... When I got sent to the high school I was there for the winter 
season. Now when they get sent to the high school, they’re sports specific, which 
is different. It’s like when I have kids coming here now, like last year I had two 
that did football. Yep that’s fine, they have to do a football assignment and then 
one [student athletic trainer] that just hung out with me and did everything else. 
Now next year there’s one who’s just doing boys soccer, there’s one that’s just 
153 
doing volleyball and I can’t throw them anywhere else I want, you know 
wherever I need them, they’re sports specific which is different. I guess it’s an 
NATA thing where they need them to be emphasizing upper and lower body 
sports. ... So that’s gonna be different. 
Thoughts of Preparedness for Work 
Amy felt she “was prepared for” and “was confident in” her “skills and pre¬ 
practice stuff: taping, wrapping, strapping, pre-practice management.” “That I was fine 
with. That is the stuff that I like the most.” Even though there were some things Amy did 
not “know how comfortable” she was with, rehabilitation for example, she felt that “once 
I went out and did it, I realized that I probably knew more than I thought I did.” 
Amy talked about how she was very nervous covering her first few games on her 
own, especially since there was always a certified athletic trainer with her as a student. 
“But then once I realized that I could...I could pretty much handle any situation that 
came at me, I became more comfortable with it. Um...but I don’t think that’s anything 
they can prepare you for. They can build your confidence up so high, but it’s really 
yourself that you have to deal with, and your abilities.” 
Amy spoke of how she felt she was prepared for taking over the head athletic 
trainer position. 
I was sort of, I was pretty prepared to run a program. Um, definitely being here 
for the first year and being able to sit back and watch how things worked first 
really helped. Um.. .but they prepared us very well, you know, we had a 
project... we had to start a training room from the bottom up, and because of that 
project, I knew the things that had to be done. I knew what policies needed to be 
made, what paperwork needs to be done, so that did help me. I did feel during the 
year that I was prepared to handle administrative duties as far as being in charge. 
Amy felt prepared to deal with “kids and their emotions as athletes,” and that her 
minor in psychology may have given her “a little backup there.” “There are so many 
different kinds of athletes here. There are those that want to be here and want to do their 
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sports, and those that don’t want to do their sports, and the PG’s [post-graduates] that are 
here just for their sport, like, they’re here on scholarship for their sport.” 
Amy did feel “unprepared for dealing with parents” since she “hadn’t had 
experience with it.” However she went on to say. 
They can’t prepare you for everything. They can’t prepare you to come in and 
work with a setting like this where you have a lot of different things going on at 
once. So...I never really felt unprepared, I don’t think. Um...I was nervous. But 
unprepared, I didn’t think about it that way. It’s just a confidence thing. I had to 
gain my confidence in myself and now that I have the confidence of the coaches 
and the kids and the school is behind me, I feel more comfortable. 
Amy plans to stay and work at Private Prep School for a while. 
The question is always asked, “Are you gonna stay here for another year?” Being 
young faculty, they tend to leave quickly and my response is always, I cannot 
leave a head position after being there for a year. It would look bad. Now that I 
have the head position I’ll keep it for a little bit, get it under by belt. I’m not 
planning on leaving anytime soon. I have things the way I want them now. I have 
my own program. .. .1 feel pretty lucky. 
Brett 
Brett was set to attend graduate school at large D-I University after graduating 
from Private College in May of 2000. However, he was denied admission to the school 
he had “put all his eggs into.” Soon after being denied, “out of the blue” he received a 
call from a small D-I university offering him a job. Brett was hired as an intern athletic 
trainer and he worked with the men’s soccer and baseball teams that year. At the 
conclusion of Brett’s first year working, he had to make a very difficult professional 
decision to either begin graduate school (he now was accepted to large D-I University), 
or to do an internship with the Gulf Coast league Red Sox in Florida. “I felt like I wanted 
to give this Red Sox thing a chance and see what that’s like and I could ah, go to grad 
school later. So that’s what I did. I talked to the Red Sox .. .and I ended up getting it and 
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I started there the end of May and went through September.” After the Red Sox 
experience ended in September, Brett returned home and planned to take three months 
off, travel abroad for three months, then pursue graduate school in the fall. 
I was all set to go and then ah, I got a call from my boss, former boss I should say, 
from small D-I University. He had never gotten anybody to fill my position and 
one of their, his assistants left and you know they had a new one coming in and 
basically a bunch of vacancies there and three of them were trying to do a job that 
you know, six people should do and he was just basically begging me to come 
back and help him out. 
Brett returned that fall semester, worked through the fall with the men’s soccer team, 
traveled abroad for six weeks, and then returned for the rest of the academic year working 
with the baseball team. 
Work Experiences 
Reflecting on his work experiences at small D-I University and with the Gulf 
Coast Red Sox, Brett discussed his early encounters with professional politics, his 
relationships with co-workers, coaches, and athletes, and his transition to the work 
environment. 
As Brett spoke of his work experience at small D-I University he said, “some 
how, every time I tell this story I tend to realize how much manipulation the head trainer 
at small D-I did to me (slight laugh).” The head athletic trainer convinced Brett that he 
should work summer camps to acclimate to the college, “a great way to get your feet wet 
and learn where everything is in the training room.” Brett recalls, “I guess I should do it 
then if my boss wants me to do it, so I at the last second told [city] baseball that I 
couldn’t” work for them that summer. So that summer, Brett “worked too many” 
summer camps at small D-I University. 
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I didn’t know what they were. I had no idea what happens at a summer camp and 
I transitioned right from summer camps to pre-season and ah, to be honest with 
you I was very, distraught. I was losing my mind, I was very upset cause I didn’t 
know what I was getting myself into, it was my first real work experience, 
suddenly I’m in a place [where] I don’t know anybody. I didn’t know any of the 
coaches. I didn’t know any of the staff that I was working with and ah, all my 
friends were elsewhere and doing whatever and I never got to see them. I was 
working twelve plus hour days at times and ah, it just, it is very ah, traumatic. 
Brett had never worked camps before, let alone camps at D-I University. Not 
knowing the indoor and outdoor facilities of the college, or even where to turn for 
answers Brett struggled with simple tasks. Being inexperienced at working camps also 
presented Brett with challenges providing care to the campers. 
The head trainer..., my boss, came in, and said “what are you doing?...(slight 
laugh) it’s first aid”, he’s like “give him some ice and that’s it.” (laugh) He’s like 
“no rehab, they’re here a week you know, send them to their home.” (laugh) So 
that helped after I figured that out, but it had already been so long...I mean all 
these little things. It was very...I guess you learn from them and that’s good, one 
way of learning.. .but I would have liked to have known going into it what to 
expect and how to deal with these situations. But ah, (laugh) needless to say that 
just compounded the fact that I was already stressing because I didn’t, you know 
whenever you graduate from college I think there’s a bit of a transition period no 
matter what you’re doing but to be thrown into that fire (phew), that was tough 
(laugh). 
At some point during the summer Brett was told that he would be working with 
the men’s soccer team, which meant he would be working with a very difficult and 
demanding coach. “His pre-season was like his camps. I mean just triple sessions, you 
know very ah, commanding to me about what he needed.” Brett spoke at length about 
the relationship that developed between him and the men’s soccer coach. 
Getting to know him is a slow process, because of his ah, character. You know 
he’s always cracking jokes, ...more condescending jokes and it’s tough to get 
used to his humor when you know that he’s, a lot of times, just kidding. ...He just 
liked to ah, poke fun at me in front of his entire team. .. .But I got to know him 
and.. .when it came down to my athletic training and if I was treating an athlete 
and he came in and stuck his nose where it didn’t belong that’s where I would 
draw the line. I mean push me around if you want before that, but if it comes to 
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the athlete is hurt and I’m trying to take care of him, you’re interfering with that, 
I’m not going to put up with that. 
Brett told of such an incident when a soccer player was hurt on the field and while he was 
evaluating the injury the coach kept “trying to stick his two cents in.” 
If you want to talk about a fuse I mean it was lit back in that soccer camp, you 
know and it’s been going ever since and that just (pause), right in the middle of 
the season you know it’s, you’re doing a lot of work and you don’t have time and 
you don’t have the patience for it anymore and it all came to a head then, so 
(laugh). .. .And that’s, that kind of was like the ah, breaking point between me 
and him where I finally got over that hump where I wasn’t gonna, I guess I wasn’t 
afraid of him anymore. When he came nosing into somebody on the field where I 
was ah, trying to evaluate it and kept sticking his two cents in and I just turned to 
him and I said...’’(Coach’s name) get the F out of here! This is not for you!” 
(laugh) And after that things were a lot better. 
Brett felt that this encounter was a turning point in their relationship, and that he received 
more respect from him after the incident. “I worked again with him this past fall and we 
ended up becoming as much as friends as you can be with someone like that...we’re fine 
now. .. .I’ve come a long way in terms of that relationship.” 
Brett found that when it came to dealing with coaches in general, “it’s not so 
much that.. .coaches...start treating me better, but I learned how to act to them so they 
treat me better.” Brett discovered that he could not be “passive” and he needed to be 
“more aggressive” and “counter-punch,” or else coaches would “push you over” and “roll 
you right into the ground.” 
By nature I’m not someone who’s aggressive,.. .but you have to be sometimes, 
...you have to change a little bit to fit the coach, which is unfortunate but it’s 
life.. .at least as an athletic trainer (laugh). 
Brett explained that “a lot of coaches tend to be very dominating or domineering” and 
that “there’s a certain arrogance about being a head coach.” “They get what they want 
and.. .they easily.. .can push you around especially someone in my shoes who had no 
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experience and was young. I find that because I’m young.. .1 get pushed around a little 
bit.” Through Brett’s early work experiences, his view of the athletic trainer and coach 
relationship crystallized. 
I feel...as an athletic trainer, ...I’ve learned we should be considered an equal, 
.. .not the lower beneath the coach. We do what we do, they do what they do and 
we communicate and work together to make the best possible scenario, ...the best 
possible camp or team whatever you’re doing. 
Brett discussed struggling to find a group to identify with professionally and 
socially when he started working, finding ‘tthe social aspect” to be “a tough transition.” 
It was a totally different lifestyle, ...I was twenty-two at the time. I was working 
with athletes that were the same age if not a couple years younger than me, some 
were older than me and I felt more a kin to them, more close to them than I did to 
the people I was working with at times because, I felt like I belonged in the 
college, I felt I belonged with them not with the staff. .. .The staff were in their 
thirties... and... in a different place in their life. ... So that was a real, the social 
aspect was real tough I think in the beginning. 
Brett was happy that he “bonded” early on with another intern, but spoke of a slow 
process getting to know the other staff, particularly the head athletic trainer. 
She was.. .my saving grace sometimes because I felt pretty close to her, and the 
rest of them I got to know a little bit slower as we went along and you know the 
head trainer at first was, ah, his personality was tough to read and I, you know I 
sometimes he’d get, you know upset during preseason and... You know and 
everybody’s stressed out in, in pre-season but that’s when I, the first time I ever 
worked with him so that’s all I saw at first and Pm like oh man it’s gonna be a 
long year. 
Brett spoke of a “power struggle” with one of the assistant athletic trainers. At small D-I 
University there were intern and assistant athletic trainer positions. Both had similar job 
responsibilities, but the intern positions made less money and received no benefit 
package. “One of them felt like it was their job to tell us what to do all the time, and 
would have us do mundane things like do an ultrasound for them while I’m trying to do 
my own team stuff or do some paperwork or something like I was a student to them.” 
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The first year Brett tolerated the situation, and he and the other intern would vent to each 
other. The second year was different. “I felt like I was not beneath anybody when I 
came back. I was doing them a favor, you know saving their butts (laugh) and I wasn’t 
gonna be pushed around this time.” Brett and this ATC “had it out and she totally 
apologized and was like ‘I’m sorry, I’m sorry, I didn’t...’ The bossing around got a lot 
less after that.” In the end, Brett felt that as a staff they were all very close and even 
though he is no longer working with them they still keep in touch. 
Early in Brett’s career he had a lesson in professional politics, which completely 
changed his plans after graduating from college, and impacted a decision that he made 
after his first year of work. Brett tells the story of finding out why he wasn’t accepted at 
large D-I University, and how he got that strange call from small D-I University basically 
offering him a job without even interviewing him first. 
I went to small D-I University and you know filled the position or whatever, and 
it wasn’t until midway through that I found out exactly what had happened with 
the large D-I University position. ...So basically what I found out was the person 
that I was filling the position at small D-I wanted to go to large D-I and because 
of the head trainer at small D-I and the head trainer at large D-I are very close 
they work together.. .he at the last minute pushed this person into the position and 
said you gotta take him, you gotta take him, you gotta take him and based on that 
and cause I didn’t have quite as good a connection there, they took him and they 
said “oh okay then we’ll have Brett go into the small D-I spot for a year and then 
when this kid’s done at large D-I we’ll slide Brett into large D-I. I found out 
about this because then along springtime comes I get the call from the large D-I 
head trainer saying are you still interested in the GA position? So this big-little 
web that was being spun by these two head trainers kind of conspiring. 
Brett turned down the graduate assistant position, partly because he had other choices to 
make at the time, but a “big factor” was that he was not going to let them “manipulate” 
his life. “I’m gonna do what I want to do when I want to do it (laugh).” 
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Reflecting on the Clinical Education Experience 
Reflecting on his clinical education experience, Brett felt he “had a lot of 
confidence”, knew what he “was talking about”, and “had a good handle on a lot of 
things” when he “got out there into the real world.” However, Brett soon realized that, 
Just when you think you know a lot, I realized that you don’t know anything 
(laugh). ...Sometimes you can know the basics about injury but there’s a lot of 
little things that you have to pick up as well to build on and ah there’s more than 
one way to treat an injury. So... I had a good amount of confidence coming out of 
there that got shattered at (laugh) at a few points but overall I still felt like I, I 
knew what I was doing. 
Brett completed sixteen hundred hours in his clinical education experience, and 
felt that compared to others who put in eight hundred hours he should have “double the 
knowledge (laugh).” “I worked with a lot of challenging, a lot of different sports, soccer, 
track, football, wrestling, rehab, volleyball. Those are quite different in nature.” 
Thoughts of Preparedness for Work 
Brett spoke of being prepared professionally to be an athletic trainer through his 
clinical education experience, and through growing up while at college. 
I feel... the growing up that... I did in college, you know just that aspect and 
dealing with people and talking with people and getting used to the, the athletic 
training setting as much as I could as a student trainer kind of helped me know 
what my role was and knew where my boundaries were and that sort of thing.... 
So I knew what I was supposed to do in terms of my profession. 
Brett also felt that his technical skills and abilities were adequate for entry into the 
profession, and that he has increased those skills and abilities tremendously since he has 
been practicing as an athletic trainer. 
I think the base knowledge that I learned in college prepared me to get by and do 
fine in both settings that I worked in. .. .Um but the key phrase there is ‘get by.’ I 
think, there’s so many things that you learn on the job that you just can’t, ...I 
don’t want to say that you can’t teach but they just end up not teaching you 
because it’s just too much and you can’t fit it all in. Because I would say that my 
knowledge just of athletic training... has easily doubled if not tripled since. 
While Brett acknowledges what he learned in his clinical education experience, he again 
emphasizes what he has learned since he has been working in the field. “Just stuff you 
learn on the job, you know talking with doctors, talking with other trainers, ah, you know, 
and then the sports specific stuff... All these things you just pick up along the way.” 
Brett feels his knowledge increase since graduation may be a result of the approach he 
takes toward work. Brett engages in his profession as an active listener and an active 
learner, an approach he learned in college. 
I think one of the biggest things that prepared me for this profession, or at least 
the work, is something I learned in college and that’s that you have to kind of 
absorb things around you and be an active listener, an active learner. .. .If you 
have a question or you don’t understand something it’s your job to ask that doctor 
or ask that other trainer “why’d you do that” or you know “what’s that for” cause 
if you don’t you don’t learn. .. .1 think I just learned that from my experiences in, 
at college where I was encouraged to do that. .. .1 was instructed to be an active 
learner. .. .1 was always one to ask a lot of questions but ah, I was given the 
opportunity to do that and see how that benefited me throughout my experience in 
college. .. .1 just applied.. .just carried that over to the work place and ah, it 
worked there too so I just kept doing it. (laugh) I think you have to have the right 
people around you that are willing to tell you and teach you things um, which I 
was fortunate to have, everybody around me was pretty open to answer my 
questions... in my work experience. They allowed me to ask those questions. 
Thinking about what he felt unprepared for, Brett explained the difference 
between “textbook athletic training” and “real world athletic training.” 
College for me was textbook, everything we did was by the book and ah I think 
you have to learn that you can do that but when you get into a real setting, most 
places do things a little bit different than what the textbook says, and you have to 
kind of bend but don’t break the rules.. .otherwise you make your life very 
difficult and it’s tough to get by. ...You’ve got that textbook athletic training and 
you’ve got that real world athletic training, you kind of fit it to where you feel 
comfortable. .. .Not necessarily that I was unprepared, I was just unaware that 
those things were going on. (Laugh) 
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Brett further explained that while he “was clearly at times unprepared,” he “doesn’t know 
if you can be prepared for [everything in] four years.” 
Athletic trainers...deal with so many things in such a unique relationship with the 
athlete and are expected to know a little bit about everything, but are never given 
the chance to know in depth about all the things, some of the things yes, but not 
everything. Something[s].. .you just have to learn by experience. .. .All these 
little things that you [need to] know, I don’t think there’s enough time in four 
years to, to learn all that. 
Brett spoke of the “unique relationship” that the athletic trainer develops with the athlete 
that he doesn’t “think any other professional in athletics has to deal with, doctors 
certainly don’t have to deal with every little thing that we have to deal with because we 
are the first line.” Brett gave examples of how he “had to balance a checkbook for this 
player...because he didn’t know how,” and how athletes “confide in” him and how “you 
have to be able to deal with that.” 
Athletes confessing to me about different things, you know I’ve had some of the 
[athletes] tell me about the steroids they took and the problems they had with 
them and because they’re confiding in me, I mean, I can’t just go running off to 
everybody and tell on him that he took steroids. I have to sit there and say how I, 
you know my opinion about it and counsel him on it because if, if I don’t, if I 
don’t have that trust with him he won’t ever tell me anything again and who’s he 
gonna confide in, who’s he gonna try and get advice from, another player? 
Probably because other than me he’s, I’m the only one he trusts, you know, so. 
So all those things that you’re not prepared for and I mean that just has to be the 
type of person you are. 
“I mean there’s a lot to be expected of you that you just don’t know, you don’t 
learn it in the curriculum program. It’s on the job (laugh).” Brett used an analogy that 
just as athletic trainers were supposed to have everything imaginable in their medical kits, 
they were expected to have every tidbit of knowledge in their brains too. 
Brett will attend graduate school in the fall at a large public university, pursuing a 
Masters degree in Exercise Science while working as a graduate assistant athletic trainer. 
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He will be working with the cross-country and football teams in the fall, and the baseball 
team in the spring. Brett is excited about working with a division one baseball team since 
he is interested in seeking a position in professional baseball in the future. 
Kyle 
Kyle graduated from Private University in May of 2000 and immediately had two 
job offers from co-op jobs he had while in college. Ultimately though, “I decided it was 
probably best to look for something new, expand the resume a little bit more. Um, and 
the position I ended up taking was at small D-III College in [New England state], which 
was referred to me from the people that I worked with at Co-op D-III College Two.” 
Kyle was hired as an assistant athletic trainer, working with a head and another assistant 
athletic trainer. 
Kyle’s position at the college was new. His responsibilities were split between 
providing athletic training services to student-athletes, and being the director of a newly 
opened fitness center. 
How they envisioned it ultimately is that my job would break down probably 
about seventy-five percent fitness related stuff and twenty-five percent athletic 
training which (laugh) barely ever happened. .. .Probably more like forty percent 
in the fitness center, sixty to sixty-five percent...athletic training related duties. 
Kyle spent his days juggling his fitness center and athletic training room duties, and 
overall felt his experience “was good.” 
Work Experiences 
Reflecting on his work experiences, Kyle spoke of a unique team coverage 
system, the strained relationship between the head and the other assistant athletic trainers 
and how this affected his work environment, dealing with a variety of coaches and 
athletes, and his challenges with time management and scheduling. 
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Kyle described a unique team coverage system they used at his college. Typically 
athletic training staff members are assigned to particular sports teams throughout the 
year, and they oversee and coordinate the health care of those athletes through the 
preseason, in-season, and post season. Other staff athletic trainers may provide services 
for the athletes, however there remains one contact person and facilitator regarding 
paperwork and communications. When Kyle began working at small private college, 
they implemented a unique three-week rotating coverage system. Every three weeks the 
certified athletic trainers would rotate teams. Why did they institute such a system? 
The only reason I was ever told was just so that everybody felt comfortable going 
to (slight pause) every athletic trainer. I don’t know if there was a situation in the 
past where, you know it seemed like one person was getting all the caseloads, one 
person was getting all the patients and doing all the injury care and somebody 
wasn’t. So that, that’s what had been implied that all the athletes felt comfortable 
with one person and not the other, so that they wanted to try and fix that.. .That’s 
how it had been said to me. Again I wasn’t there so I don’t know the exact 
situation but that’s how it was implied, that people, people almost were afraid to 
go to the head athletic trainer. 
Apparently the head athletic trainer and the athletic director wanted “to try something 
different” to get the student athletes to be “comfortable with the new person and if they 
had felt uncomfortable with somebody before, have that person be at a practice where 
they weren’t always there before. .. .If something goes wrong, then that’s who you turn 
to.” 
Kyle’s discussion of the unique team coverage system led to his telling of a 
strained relationship between the head and assistant athletic trainers and how this affected 
his work environment. 
Honestly the relationship that the other assistant and the head had wasn’t a very 
good working relationship um and, and being the outside person, being the new 
person I used to get it from both angles. So I was kind of caught in the middle, so 
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that was a tough situation at times. You kind of agree with what this one was 
saying, you kind of agree with what this one was saying. 
Kyle talked about uncomfortable staff meetings where he knew that not all was being 
said, since both had confided information to him in one-on-one conversations. 
So here I am with all this information and kind of feeling like well it’s really not 
my place to say and if you two have a problem then you guys really need to talk 
about it. That was the biggest thing and that was my biggest issue that, you know 
the problem is not with me you know? I’ll gladly listen to it but if the problems 
between the two of you then you guys need to work. ...They just didn’t get along; 
they didn’t get along at all. 
The work environment was better for Kyle the second year. While the conflict 
between the head athletic trainer and the other assistant athletic trainer was still there, 
Kyle “felt a lot more comfortable” after being there a year and that everyone was “used to 
switching around sports and stuff like that.” 
I think the first year was tough just because for one being the new person and then 
now cause I’m the new person and they’re doing stuff totally different since I’ve 
come on board it almost made me feel like, oh well it’s my fault some of this 
stuffs going on, but a lot of those issues had been there in the past. 
Regarding the conflict between the head athletic trainer and the other assistant 
athletic trainer, Kyle described it as “one of those situations where the two people just 
could not work together so something had to be done, whether one person left or 
whatever.” When the switching of sports teams began “a lot of stuff came to head 
that.. .was always kind of pushed back, pushed to the background.” Ultimately both the 
head athletic trainer and assistant athletic trainer resigned at the end of Kyle’s second 
year, “so it almost, it kind of fixed itself.” 
Reflecting back on this dynamic, Kyle feels that “coming into the situation right 
away and hearing about all this stuff after like two or three months of working there was 
a lot (slight laugh).” Working in this type of environment was an adjustment for Kyle, 
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being his first position “as an athletic trainer and being caught in the middle of it.” Kyle 
also felt that it was particularly difficult to adjust to since in his clinical experiences he 
was fortunate to work at places with a “really good work environment,” and “everyone 
got along real well.” “So to see that and then go from a situation where, you know things 
were like picture perfect to things being not so great, it was a shock.” 
Kyle found it “interesting to try to gel with different coaches” while working at 
private college where you don’t “have one coach all the time and.. .every coach is a little 
bit different [in] how they see injuries,” Kyle explained that “one coach would be the 
real visual type that needs...to see everything,” while another coach “takes the athletic 
trainer’s word” and is not “going to question it,” while still another may “get mad.. .like 
it’s your fault they get hurt.” As time went on Kyle “got used to it” and learned to judge 
“how a coach is going to react” and felt that “most of them were pretty good.” Overall, 
he felt that it was “nothing out of the ordinary,” or that he “hadn’t seen through 
internships or other positions” and that “no matter where you’re going to go that’s always 
going to be an issue.” 
Just as Kyle experienced a wide range of coach reactions, he also spoke of a wide 
range of student-athlete reactions. 
Some of them would believe every word, it’s almost like the coaches. Some of 
them would believe everything you say and some of them would, “it’s my body 
I’m going to do what I want” and you know, “you can’t tell me I can’t do this or 
that. “ 
Kyle felt that sometimes the student-athletes would forget that the athletic trainers were 
“there for their best interests.” If “we thought that they could go out there and be able to 
protect themselves if they’re playing football from getting...put in a vulnerable situation, 
then by all means” we would “want to see them play. But if it’s a situation where they’re 
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going to put themselves in more harm, then it gets tough to get them to realize that” they 
should not play. Kyle further explained that “every kid has a different personality” and 
that dealing with injuries was “real individual with every kid” and this “was one of the 
issues” with switching sports every three weeks. “Once you worked with a team you 
knew the kid, .. .you knew how he’s going to react because you’re around him all the 
time for every practice. You’ve seen his highs, you’ve seen his lows. So you knew how 
he was going to react when it came to injury time. .. .Every situation is unique and you 
have to handle it, each situation so much differently.” 
Kyle spoke of his challenges with scheduling and time management when he 
began working at private college. “It was made clear” to Kyle before he “even took the 
position that the fitness related stuff was supposed to be the priority,” however “it was 
tough to schedule because...athletics is so unpredictable...as far as practice times.” Kyle 
was consistently challenged to make a long-term schedule in the fitness center, while 
receiving a new athletic training schedule every three weeks, along with the daily 
changes that would arise in practice schedules. It was tough for Kyle because he “didn’t 
have that set schedule” and he “couldn’t always and didn’t want to spend fourteen hours 
there a day either,” and he was not “getting paid to spend (laugh) fourteen hours a day 
there.” After his first year of work, Kyle “didn’t think it was gonna be as much as what it 
ended up being. .. .1 knew it was gonna be a lot. The first year was like, whoa.” 
Reflecting on the Clinical Education Experience 
Immediately after graduating, Kyle questioned his decision to attend a five-year 
program and wondered “was it worth it?” However, reflecting on his clinical education 
experience after two years of working, Kyle feels “it was worth it.” 
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I think once I started working and.. .kids come up and say “where did you work 
before?” “Well I worked here, here, here.” “How old are you?” “Twenty-two.” 
“How did you work so many places?” And then you explain to them and it 
makes.. .it.. .worth that extra year. That’s something I always look back on as 
having, having more experiences, being able to work with different levels of 
athletes. .. .Athletes that were D-III, some of those kids just play to be active, 
then you work at a Division 1 school with the scholarship athletes...they’re 
playing and then going to school. .. .So that helped too just being able to see 
different mentalities and things like that. 
Thoughts of Preparedness for Work 
Kyle felt prepared to work just about anywhere when he graduated since he had 
clinical experiences working with “different athletes at different levels.” “Having 
worked with different levels, I felt prepared to deal with pretty much any athlete that 
came in.” Kyle’s overall perspective of his preparedness for work was that “you feel 
prepared about the situations you’ve already been in.” 
I’ve dealt with.. .a dislocated elbow before. I could do it again. .. .I’ve never had 
to deal with a cervical spine injury...when that happens I’ve got to be ready. 
That’s the things you worry about. It’s just the stuff that you’ve never had to 
handle before. .. .That’s what I felt unprepared about, the stuff that I had never 
seen or hadn’t had to treat yet or hadn’t had to deal with it, that’s what I 
felt...kind a worried about. .. .Because...every situation plays out a little 
different. 
Kyle enjoyed his two years working as assistant athletic trainer and fitness 
director before resigning in May of 2002 to pursue a Master’s degree in Exercise Science 
at a large division one university. Here he will work as a graduate assistant in the athletic 
training room, specifically working with the women’s field hockey and softball teams. 
Summary 
While each participant’s entry-level work experience is unique, there are common 
themes that unite their experiences, including: the transition to working independently, 
the challenges of communicating with coaches, student-athletes, and parents; the struggle 
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with time management; and the development of relationships with co-workers. The 
topics that participants discussed, and hence what is meaningful to them, all pertain to 
fundamental knowledge. Overall, participant’s seemed to feel prepared and competent in 
their technical knowledge and skills, and had an understanding that they would not know 
everything when they entered the workforce. Participants seemed to understand that they 
would continue to learn as they worked in the field. 
Chapter Six will continue to explore participant’s education and work experiences 
through the lenses of technical and fundamental knowledge in an athletic training 
education program. 
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CHAPTER 6 
CROSS-CASE ANALYSIS 
Introduction 
This chapter presents a cross-case analysis based on participants’ accounts of their 
educational experience. The chapter presents elements of fundamental knowledge and 
technical knowledge learned during the educational experience, along with how such 
learning occurred. The chapter shares the participant’s reflections on entry into the 
workplace, and the issues they struggled with as entry-level ATC’s. Participants’ 
thoughts of what they gained from the clinical education experience that they could not 
have gained in the classroom are also reviewed. 
It is helpful at this point, to return to the research questions set forth in this study: 
1) What is the essence or meaning of the clinical education experience? 2) What 
elements of fundamental knowledge did students gain from this experience? and 3) How 
did students learn it? In an effort not to bias participant’s responses, they were not asked 
to specifically discuss technical knowledge or fundamental knowledge. They were 
simply asked to share their education and entry-level work experiences. What 
participants chose to discuss illustrates what they perceived as memorable and important 
aspects of those experiences. 
It is also helpful at this time to review the conceptualization of fundamental 
knowledge for the purposes of this study, since findings of the cross-case analysis will be 
presented using this information. The dissemination offundamental knowledge, as set 
forth in the Introduction of this study, involves the transmission of desirable professional 
values and beliefs, personal attributes and attitudes, and desirable skills and behaviors. 
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Desirable professional values and beliefs may include respect, service, excellence, 
collegiality, collaboration, and life-long learning. Desirable personal attributes and 
attitudes may include humanism, compassion, altruism, empathy, honesty, integrity, 
accountability, trustworthiness, reliability, and responsibility. Desirable skills and 
behaviors may include appropriate communication and interpersonal relations with a 
variety of personnel, the ability to engage in relationships with colleagues and patients, 
personal and professional ethical behavior, organizational abilities, sound judgment, 
problem solving strategies, punctuality, accountability, responsibility, reliability, and 
honesty. This conceptualization of fundamental knowledge was predominantly derived 
from medical education literature. As participant interviews were reviewed in this study, 
another category of fundamental knowledge was added - socialization into the 
profession. 
Categorizing the elements of fundamental knowledge gained is difficult since 
many attributes, values, and behaviors overlap. As Rowley, Baldwin, Bay & Karpman 
(2000) explain, “trustworthiness presumably is based on the behaviors of honesty, 
reliability, accountability, and responsibility, and these in turn, may be viewed as 
elements of integrity” and “good relationships with patients and colleagues are based on 
an attitude of respect for others” (p.92). Because of this, in the presentation of the cross¬ 
case analysis, some elements of fundamental knowledge may be presented as more than 
just a value, an attribute, or a behavior. 
As elements of fundamental and technical knowledge gained are discussed, most 
times it becomes evident how the knowledge was gained by sharing the context of the 
story. For example, if the participant is discussing a difficult interaction they experienced 
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with a student-athlete or a coach while working with a team, the fundamental knowledge 
gained would be communication skills, and how the student learned it would be through a 
clinical experience working with a team. Hence, as elements of fundamental and 
technical knowledge are presented and discussed within the context of the participants’ 
stories, typically the research question of how students learn it is answered. 
The elements of fundamental and technical knowledge presented in this chapter 
were extracted from participant responses in both interviews. A preconceived set of 
technical knowledge or fundamental knowledge elements were not prescribed prior to 
analyzing the data. This approach was used to ensure that elements of fundamental and 
technical knowledge that emerged from interview transcripts were grounded in students’ 
own descriptions of their educational experience and their entry-level workplace 
experiences. By allowing information to emerge from the participants stories themselves, 
unique elements of fundamental and technical knowledge gained could be illuminated. 
Ginsburg, et al. (2002) utilized a similar method examining medical students’ reports of 
professional lapses in the clinical setting. The authors found that many of the “critical 
issues [students] reported as salient did not map easily onto standard, abstract definitions 
of professionalism” (p.516). The authors concluded that, “Understanding students’ 
perceptions in this domain is essential to the development of effective educational 
interventions that bridge existing theories and student experience” (p.521). When an 
aspect of student experience is being examined, the students themselves must be heard. 
Cross-Case Analysis 
This section of Chapter Six discusses the findings of the cross-case analysis. 
Presented first are elements of fundamental and technical knowledge that emerged from 
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participants’ discussions about their educational experience. Much time is spent 
discussing elements of fundamental knowledge learned during the educational experience 
and the experiences that resulted in this learning since these are both research questions 
of the study. Presented second are the elements of fundamental and technical knowledge 
that emerged from participants’ reflections of their experiences as entry-level ATC’s. 
Finally, this section of Chapter Six presents a summary of the participants’ thoughts of 
what they gained in the clinical education experience that they could not have gained in 
the classroom experience. 
Educational Experience - Fundamental Knowledge 
The cross-case analysis is presented by categorizing the identified elements of 
fundamental knowledge learned as either 1) professional values and beliefs, 2) personal 
attributes and attitudes, 3) skills and behaviors, or 4) socialization into the profession. 
Table 1 provides a summary of fundamental knowledge learned, Table 2 provides a 
summary of specific experiences that may have elicited such learning, and Table 3 pairs 
fundamental knowledge learned with specific learning experiences. 
Professional Values and Beliefs 
Analysis of interviews revealed components of fundamental knowledge 
participants learned related to professional values and beliefs. These include the 
appreciation of the importance of collaboration and collegiality between peers and other 
professionals, the development of and belief in the value of a strong work ethic, and an 
acceptance and belief in the importance of being a life-long learner. Such learning 
appears to have occurred through such experiences as mentoring relationships with 
supervising ATC’s, clinical assignments involving the day-to-day care of student- 
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athletes, participating in a variety of clinical experiences, and from receiving increased 
clinical accountability and responsibility as they progressed through the program. 
Participants developed a value for and a belief in collegiality and cooperation as 
they progressed through their educational experience. The three participants from State 
College spoke of the bonds that developed as they progressed through the program, as did 
the three other participants in the study. It appears that participants learned to tolerate 
and accept one another and work together as a small group of students proceeding 
through a program together. These experiences provided the beginning of a sense of 
collegiality and the reality of a work place environment where one has to tolerate and 
cooperate with others. As Raphael explained, “I mean...when you’re with the same 
group of 16 people for four semesters, you sort of get an idea of who likes who and who 
stays out of who’s hair.” 
Participants from State College also discussed the competition that existed within 
their program. Not only was there a sense of competitiveness in the admissions process, 
but a competitiveness that lasted as they progressed through the program. Could this be 
due to the competitive nature of the selection process to enter the program? Heather, 
speaking about State College, explained that possibly this atmosphere was due to “how 
you’re established in the program.” That it is “established in admission and then it just 
continues” or “maybe because you feel like it was a privilege.. .if you got into the 
program. .. .And then once you’re in.. .you need to maintain the high standards.” 
Nevertheless, Heather spoke of the continuous “sense of competition,” the “constant 
sharing of grades,” and the “never [wanting] to be last.” Raphael and Tim, also graduates 
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of State College, shared similar thoughts. While all three State College participants 
spoke of the competition that existed between them, they also spoke of the camaraderie 
with their peers. 
Further developing the sense of collegiality and cooperation among athletic 
training students was a system of upper and lower level athletic training students working 
together. Participant’s described a system of being assigned to an upper level student 
when beginning the program, or later as an upper level student having a lower level 
student assigned to them. Participants seemed to enjoy this ‘mentoring’ structure, which 
provided students the opportunity to work with others and learn important fundamental 
knowledge skills and abilities such as cooperation, responsibility, accountability, and 
communication. Raphael spoke of his experience coordinating care of the football team 
at State College with five other athletic training students. Tim spoke of having “more 
responsibility” as an upper level athletic training student and on two different occasions 
having lower level students working with him. He enjoyed these experiences since he 
was able to “be the leader, which made me feel good,” and he noticed that, “if you’re 
trying to teach someone else, you learn a lot too.” While working with the gymnastics 
team at Private College, Amy was pleased to work with an upper and a lower level 
athletic training student as she progressed through the season with a difficult coach. She 
spoke of the three of them working together and dealing with the many issues they 
encountered during the clinical experience. All participants spoke of the relationships 
they formed with their peers and supervising athletic trainers. Certified athletic trainers 
work as part of a healthcare team. It is essential that athletic training educators actively 
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seek clinical experiences that will enhance the development of collegiality and 
cooperation of entry-level professionals. 
Participant’s experiences of being engrossed with a team assignment, while 
involving personal sacrifice and a large commitment of time, were reflected upon as their 
best learning experiences. Participants were left with an understanding of the time 
commitment involved and the work ethic necessary to be a successful athletic trainer. 
Athletic training reform efforts involve the separation and clarification of clinical 
education and field experience versus using athletic training students as a source of cheap 
labor. For example, Brett spoke of being assigned to wrestling his senior year “not 
because they thought it’s the best experience for me, [but] because they needed a senior 
with wrestling.” Appropriately, the focus of structuring a student’s clinical experience is 
now on the student’s needs regarding the attainment of knowledge and skills necessary 
for entry into the profession, instead of being on athletic department needs regarding 
healthcare coverage. Athletic training students are assigned to supervising ATC’s, not to 
teams. A challenge for athletic training educators will be to maintain a sense of rigor in 
the clinical education and field experience that appropriately prepares entry-level 
professionals for the demands of the profession, while at the same time not abusing 
athletic training students by using them as a workforce. A written correspondence with 
Amy during the course of this study illustrates just this challenge. Amy supervises 
athletic training students at Private Prep School from a nearby CAAHEP-Accredited 
program. In reference to the implementation of the new clinical education guidelines she 
wrote, “Another point that comes to mind is that I always feel we are failing to put our 
athletic training students through realistic employment situations. They are only allowed 
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to be at their clinical assignment for 12-15 hours a week. This is not realistic in the ‘real 
world.’ It makes you wonder how this aspect prepares them! Just a thought.” 
Personal Attributes and Attitudes 
Desirable personal attributes may include humanism, compassion, altruism, 
empathy, honesty, integrity, accountability, trustworthiness, reliability, and responsibility. 
Based on the analysis of participant interviews and the researchers perspective from 
conducting the interviews, participants revealed components of fundamental knowledge 
related to personal attributes and attitudes such as the development of professional 
confidence and a sense of independence, an understanding of self-awareness, the 
development of empathy and compassion for the injured individual, and a sense of 
commitment and responsibility to their team assignments and the athletes they cared for. 
The development of these personal attributes occurred through such learning experiences 
as role-modeling from excellent and poor supervising ATC’s, receiving constructive 
criticism from respected mentors, clinical assignments involving the day-to-day care of 
student-athletes, increased clinical expectations and responsibilities, experiences 
traveling with teams, and having independent learning experiences. 
As participants reflected on their clinical education, it became evident that as they 
progressed through their experiences they gained professional confidence and a sense of 
independence. Participants gained this by having independent experiences, which 
allowed them to feel “trusted” by their supervising athletic trainer, coaches and student- 
athletes. Students also spoke positively of experiences that made them feel part of and 
respected by the athletic training staff. Amy spoke of her first clinical assignment at 
Private College and being very nervous, but feeling that the ATC’s must have confidence 
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in her that she could handle it since they gave her the assignment. “I think it really 
boosted my confidence.” Amy also discussed her Division Two football experience and 
how she was trusted by the Head Athletic Trainer and was allowed to do more things 
independently. For example, at halftime of football games the supervising ATC would 
stay behind and fill the water bottles while she and the other athletic training student 
would tend to the needs of the team. The supervising ATC was immediately available to 
assist them if needed, but he let them work independently without “looking over our 
shoulders” all the time. Amy felt this improved her relationship with the players and the 
players confidence in her. 
Raphael and Tim’s sense of professional confidence and independence were 
fostered by meetings each had with supervising ATC’s as well as clinical experiences. 
When Tim was assigned wrestling, he was told, “take responsibility for this...you can do 
it.” Raphael spoke of his experience at Ivy League College with baseball and feeling 
that, “I was in control that semester. That was a good semester to forge ahead.” Working 
with football at State College “is where I really asserted myself... and just sort of took 
control.” Speaking of his football experience at Private College, Brett felt he learned and 
grew a lot that semester because he got to “work hand and hand with the head trainer 
who.. .was good about teaching.. .and also let me do things too - not just taking over.” 
Kyle spoke of his increasing responsibilities as he progressed through his co-op 
experiences, until his final experience where the staff “treated me like a staff member 
there and.. .the athletes themselves saw it.” Kyle further explained, “That was my 
primary responsibility was to be working and spending hours for the school. So again 
that was a real good position especially feeling like you were.. .part of their staff.” 
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While participants developed a sense of confidence and independence, they also 
developed self-awareness, an appreciation of their personal and professional limitations. 
Participants entered into the workplace aware of their professional limitations and their 
need to work hand-in-hand with a physician. Raphael specifically discussed his lack of 
inhibition to contact the physician if he has questions or to consult with other allied 
health professionals when he is in doubt. Amy also spoke of her not being afraid to say 
to a coach “I don’t know” and then seeking out the answer. The acceptance of personal 
and professional limits is very important in the practice of athletic training, hence in the 
professional preparation of entry-level professionals. 
As participants completed their clinical assignments they developed empathy and 
compassion for the injured athlete. Participants spoke of experiences dealing with 
athletes who had sustained season ending injuries and how they had to learn how to 
navigate such difficult and emotional experiences. While working with the wrestling 
team at State College, Tim spoke of the “senior captain all-American” wrestler who 
started the season “ranked fourth in the nation,” and how he sustained a season ending 
injury in the first meet of the season. As participants shared such experiences it was 
clearly evident that they had developed an understanding and respect for the time 
commitment and devotion a student-athlete puts forth to their sport, and the resulting 
emotional devastation that occurs after injury. 
The clinical education experience also provided the opportunity for students to 
develop a sense of commitment and responsibility to their team assignments and the 
athletes they cared for. Participants developed this through positive role modeling from 
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their supervising athletic trainer, and by being treated as a member of the healthcare 
team. 
Participants in this study valued the clinical experiences that allowed them to act 
independently, without being “watched over” all the time by the supervising ATC. They 
also reflected on these experiences as helpful as they discussed their transition into the 
workplace and suddenly working all alone. This leads to an important consideration in 
the professional preparation of entry-level ATC’s. Unlike most other entry-level 
healthcare professionals, many entry-level athletic trainers will enter positions where they 
work alone. This fact needs to be considered in the educational process of entry-level 
professionals. Clinical education experiences need to foster the development of a sense 
of independence and confidence in athletic training students, while at the same time meet 
the new student supervision guidelines set forth by the NATABOC and CAAHEP which 
require constant direct supervision. Athletic training educators will be challenged to find 
the proper balance of independent yet directly supervised clinical experiences. 
Skills and Behaviors 
Analysis of participant interviews revealed components of fundamental 
knowledge learned relating to behaviors such as the development of interpersonal 
relations and communication skills, decision-making skills, quick thinking skills, how to 
be an active learner, how to command respect and obtain it, being part of a team, and how 
to perceive and handle political situations. The attainment of this knowledge occurred 
through experiences such as: direct communication experiences with a variety of 
personnel; having a variety of clinical supervisors to watch how they interact, make 
decisions, and communicate daily with student-athletes, physicians, and coaches; dealing 
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with difficult coaches; clinical experiences involving the day-to-day care of student- 
athletes; having independent learning experiences; having to communicate and justify 
clinical decisions with evidence; and role playing experiences in classes. 
The most discussed topics throughout all participant interviews were relationships 
and interactions with coaches, student-athletes, and supervising certified athletic trainers. 
Interpersonal relations and communication skills are imperative to the certified athletic 
trainers work, and development of these skills in professional preparation is essential to 
the successful practice of athletic training. Participants discussed many interactions they 
had directly with the coaching staffs that they worked with. Raphael spoke of his 
relations with the baseball coaches at Ivy League College, and daily discussions with 
them about the players’ injuries and their status. He even told of an incident of conflict 
he had with an assistant coach that he successfully resolved on his own. Tim described 
incidences of speaking with coaches directly regarding team matters and injuries. For 
example, when working with the wrestling team at State College, at practices he would 
randomly check athletes for inappropriate weight-loss techniques and bring them to the 
coach’s attention. He also described a conflict with a baseball coach regarding the 
lightning policy at the school and the safety of the student-athletes. Amy spoke 
positively of her difficult clinical experience at Private College working with a very 
demanding gymnastics coach, and was happy to have had a clinical experience working 
with this type of coach as a student, stating that “it was a good experience to deal with a 
coach who doesn’t appreciate you as much as others do.. .That was a good time to learn 
what to do with the coach that is not always accepting of you.” Each day Amy and the 
other athletic training students would discuss the care of the athletes and how to 
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communicate this information to the coach with the help of the supervising athletic 
trainer. Amy appreciated having the support of her supervising ATC as she negotiated 
this difficult clinical assignment as an athletic training student. 
Participants also spoke of their relations with the student-athletes. Raphael spoke 
of building relationships with the student-athletes by “showing them that you know your 
stuff.” Tim described feeling “real close to the guys, because you’re there every day.” 
Brett told of his experience with the track team at Private College and “the nature of the 
athlete” regarding dealing with their injuries, and mending a strained relationship 
between the track program and the athletic training room. Amy spoke highly of her 
experience at Division Two College working with football. The athletes respected her 
and knew what she could do as an athletic training student. Amy discovered the 
importance of establishing trust with her student-athletes. 
They really look to you to get better. ... When they come to you with questions 
that you can answer to them and put them at ease and they trust you to get them 
out to practice in time, it’s a good feeling, that’s the rewarding part of training 
that you.. .can do that for them. It’s great! 
Amy spoke of dealing with parents during her clinical experience at a private 
preparatory school. Interestingly, no other participants spoke of parents in their clinical 
experience. No other participants had high school clinical experiences. However, most 
participants did speak of dealing with parents in their work experience and not feeling 
prepared to do so. 
The fact that all participants spoke at length of the relationships they established 
during their clinical experience illustrates the importance of this component of the 
educational process. As discussed in Chapter One, ATC’s oversee the “total” healthcare 
of their patients, so they interact with a variety of personnel (physicians, coaches, parents, 
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athletic administrators, as well as other athletic and medical personnel) on a daily basis. 
Athletic training educators need to ensure that athletic training students continue to have 
opportunities to navigate and manage the complexities of all the interpersonal relations 
they will experience as entry-level professionals. Noted in the ABIM’s Project 
Professionalism, was that while the project focused on the relationship with the patient, 
an additional goal was to recognize the unique importance of professionalism within the 
context of relationships between physicians and other health professionals. The same 
must occur in athletic training education programs. Athletic training students will now be 
assigned to supervising ATC’s, not to teams, yet they still need to practice and develop 
their direct communication skills with coaches and student-athletes, as well as a variety 
of other personnel. 
At some level, every participant discussed a sense of program politics, whether it 
involved fairness in the clinical assignment process or certified athletic trainers “playing 
favorites.” Politics exist in every work situation and will have an effect on the work 
environment. Students are exposed to this, directly or indirectly, in their educational 
experience. Should this be addressed in entry-level athletic training programs, or should 
students just learn about it on their own? Heather provides an interesting example. She 
had a wonderful undergraduate experience where “everything just went so smooth like 
everything was perfect,” and then was devastated in her work environment because she 
had no real tools or mechanisms to deal with conflict or problem resolution. Could she 
have been better prepared professionally to deal with adversarial situations? 
Another point to make regarding program politics and work environment is that 
athletic training educators need to be acutely aware of the hidden messages they send to 
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students and others associated with the program when they make decisions regarding 
clinical assignments, surgical observations, and travel to conferences. Raphael spoke of 
having “no doubt” that there were “a couple favorites among the group.” “It started to be 
the same people” over and over. “A couple times there wasn’t even an opportunity to 
become involved in something, when it would already be chosen for a few people to do.” 
Amy described clinical assignments at Private College as “political,” and the perception 
of what kind of athletic training student you were was based on your assignment. 
You were good, you were considered a good student trainer if you got boys 
varsity lacrosse. [If] you were considered to be a trusted good student trainer then 
you’d get Private College football, if you got girls JV soccer as a junior they must 
not think much of you. [Those] type ideas and behaviors came out like that. 
Amy further described that the athletic training students experience at Private 
College was influenced by the team you were assigned to. “It’s really hard to explain it’s 
just an atmosphere thing.. .that you need to be around and you just kind of pick up on it.” 
Athletic training educators need to be cognizant of the direct, implied, and hidden 
messages sent to athletic training students as they structure and implement their 
educational programs. These messages may impact the students’ educational experience 
and perception of themselves. When decisions are made that influence the student’s 
educational experience, i.e. clinical assignments, the reasoning behind such decisions 
needs to be discussed with the student. 
Socialization into the Profession 
Evaluation of interviews revealed components of fundamental knowledge 
essential to professional preparation, yet that did not categorize well into professional 
values and beliefs, personal attributes and attitudes, or skills and behaviors. Hence, a 
fourth category was created - socialization into the profession. This category involves 
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the development of a sense of professional identity, as well as an understanding of the 
profession, roles and responsibilities. Professional awareness and expectations involves 
understanding what the profession of athletic training is and what the expectations of the 
certified athletic trainer are. Early in the educational experience, students became aware 
of the answers to these questions, and as their experience continued they were held to 
these expectations as individuals. In other words, at first they learned it, then they lived 
it. Participants found early observational experiences important for two reasons. The 
first is the clarification of what exactly an athletic trainer is and what they do. The 
second is that the students can make an early decision as to whether it is the right 
professional choice for them. As Kyle explained, 
Some people at that point [end of first year] seemed to kind of drop off and realize 
that maybe, you know coming in as a freshman maybe this isn’t really what I 
wanted to do now that they actually see what people have to do and what it 
entails. 
Raphael stated that the “clinical separates the people that can do it from the people that 
can’t do it, and people that are cut out for it and people that aren’t.” These early 
observational experiences helped participant’s understand what the profession involves 
and whether or not it was the correct choice for them. Early observation experiences are 
a very important component of the student’s decision whether to pursue or not pursue 
athletic training as a career. It is essential that, as athletic training educators structure 
their individual programs, observation experiences continue to occur as early as possible 
in the educational experience, so that the students who decide athletic training is not the 
choice for them have ample time to transfer to a major that is suitable, and still graduate 
on time. 
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Participants learned what the professional expectations of the certified athletic 
trainer were at the beginning of the educational experience, and by the end of this 
experience, they were being held accountable for those professional expectations. All 
participants reflected on at least one experience where they were “living it.” All 
participants had at least one (most more) clinical experience that demanded a lot of 
service where the team depended on them and looked to them as a member of the athletic 
training staff. They were at practice each day, traveled with the team, and in general 
facilitated all aspects of healthcare for the team with the guidance of their supervising 
ATC. To review from Chapter Four: Raphael spoke of many hours working with the Ivy 
League baseball team and State College’s football team; Heather spoke of experiences 
with State College’s gymnastics team and men’s lacrosse team; Tim spoke of working 
with State College’s wrestling team and hockey team; Amy spoke of experiences with 
Private College’s gymnastics team and Division II College’s football team; Brett spoke of 
the many hours he spent with Private College’s football team; and Kyle spoke of working 
with the men’s and women’s soccer teams at Private College Two. 
All participants spoke of how these clinical experiences were the most demanding 
on them academically and socially, but were also the best experiences they had. As 
participants shared these experiences, it was possible to get a sense of their commitment 
and dedication to their assignments, and a sense of the pride and passion that they had 
developed for their profession and the quality of care that they provided to their athletes. 
Being immersed in a clinical assignment and spending numerous hours with a team 
provided participants of this study the opportunity to be depended and relied on as 
members of the healthcare team. As Kyle stated explaining his “best” experience 
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working with division III College Two men’s and women’s soccer, it “was the first time I 
felt like a real connection to the team because I was always with them. .. .1 think it was 
how the co-op was meant to be. I wasn’t really a student, I was set up like I was another 
staff member.” A supervisor of Kyle’s made a statement that “people would come in and 
look for Kyle,.. .here we are, two certifieds that have been there for six years and they 
don’t even care that we’re there.” Every participant in this study responded to this type 
of immersed experience with a sense of commitment, dedication and responsibility to 
what was expected of them from the student-athletes, the coaches, and their supervising 
ATC. 
Based on participants’ reflections, the clinical education experience was also 
instrumental to their socialization into the profession as well as to the development of 
who they have become as practicing athletic trainers. Most of the participants in this 
study spoke of their clinical instructors as “mentors” and “role models.” Heather spoke 
of her three clinical instructors as “being phenomenal role models. I just remember 
feeling like, if I could take a piece of.. .each one of them and just add it into.. .my 
profession as I go out.” Tim described one of his clinical instructors as his “mentor,” 
taking him “under his wing,” and being “just amazing.” And Kyle told of how “seeing 
different people” had made “a huge difference in the way I am as an athletic trainer.” 
While participants discussed positive interactions with supervising ATC’s, participants 
also discussed witnessing negative behaviors in their clinical education, and how these 
experiences provided examples of how they would not want to be or handle a particular 
situation. 
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Educational Experience - Technical Knowledge 
Analysis of participant interviews revealed components of technical knowledge 
gained through the educational experience as well. Technical knowledge issues that 
emerged from participant interviews were grouped into the following three categories: a 
lack of technical knowledge in the first clinical experience; an abundance of technical 
knowledge in the classroom; and a variety of clinical experiences that translated into a 
variety of injury exposures. 
Technical Knowledge in First Clinical Experience 
All of the participants in the study had an awareness of their lack of technical 
knowledge during their first clinical experience. Raphael said “clinical wise, that first 
semester is a little shaky cause...you don’t know what the heck you’re doing.” Amy 
speaking of her first experience working with a team said, “I was freaked out but I did it 
and everything ended up being fine...I was nervous.” Heather was surprised that the 
athletes trusted her so much as a level II since she “didn’t know anything.” She 
explained that as an athlete herself, she would not have been so trusting. She was aware 
of her lack of knowledge, but may not have been fearful of it, as it seems the other 
participants were. Reflecting on his first co-op experience, Kyle explained, “That’s a 
tough co-op because. ..they expected you to go out and find a job in the field but you 
don’t really have any experience so most places...won’t take you as an athletic training 
student.” Kyle further explained that, “because you don’t have many courses and you 
don’t have much knowledge in the field... a lot of people take volunteer positions.” 
Athletic training educators should seek to provide athletic training students with 
sufficient base technical knowledge and skills prior to the students’ first clinical 
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assignment. Athletic training students do appear to be entering their first clinical 
experience with a larger base of technical knowledge. Amy explained that in her current 
work experience she oversees athletic training students, and that she can already see an 
improvement in the students’ educational background before they enter their first clinical 
assignment. 
An Abundance of Technical Knowledge in the Classroom 
Technical knowledge discussed throughout the interviews predominantly focused 
on what was happening in the classroom. Most spoke of an abundance of information 
they were learning in the classroom, which was typically occurring during their 
sophomore and junior years. For example, Raphael spoke of the first semester after 
being accepted into the program being the hardest, taking four athletic training classes 
and “learning a giant amount of stuff.” For the most part all participants spoke very 
positively about their didactic learning experiences, and the wealth of technical 
knowledge that was gained in the classroom. Amy was the only participant who spoke 
negatively about an experience where technical knowledge was not properly gained in the 
classroom (modalities and rehabilitation) and how the students knew that they needed to 
take it upon themselves to learn it on their own through their clinical experiences. Tim, 
also at Private College, did not speak of this deficit, however he studied abroad one 
spring semester, and took this particular course with a different instructor. 
Other than Amy’s concern with her modalities class, and participants talking 
about their lack of technical knowledge during their first clinical assignment, little was 
said about a lack of technical knowledge and feeling inadequately prepared during other 
clinical assignments. Possibly the course sequencing of the three schools in this study 
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was beneficial in that most core athletic training technical knowledge courses are offered 
early in the program, giving students the technical knowledge base to bring to their 
clinical education experiences. As Tim explained; 
The course work was a lot easier that [third] semester. You know, you got out of 
all the memorization and the stuff where, it’s overwhelming, the information, and 
now it got more into what you actually do as an athletic trainer. 
Variety of Clinical Experience Equals Variety of Injury Exposure 
Regarding technical knowledge in the clinical experience, participants were very 
clear that the diversity of clinical assignments provided a variety of injury exposure and 
that these experiences were very important to their development as ATC’s. Participants 
discussed the value of an assortment of clinical assignments and how this translated into a 
large range of injury exposures and experiences for them. Heather’s comparison of 
working with the women’s gymnastics team and the many chronic and overuse injuries 
she managed, to working with the men’s lacrosse team and the many acute injuries she 
managed, is exactly the type of diversity in clinical experience that students are typically 
exposed to, and need to continue to be exposed to. Raphael felt that through his clinical 
experiences he “learned what I had to learn on my own through experience.” “There 
were so many overuse injuries” in track, while during football he “treated a ton of 
athletes” and during his rehabilitation assignment he “learned a lot about 
rehabilitation... on [his] own just treating people and just learning what works.” Brett 
also felt that “each sport I worked with I saw different, different challenges, different 
injuries, ...I gathered different things from it.” Talking about his wrestling experience, 
Tim couldn’t “even remember them all [injuries], but it [injuries] was often, and that’s 
the reason I wanted wrestling.” Amy felt that her rehabilitation assignment was a “good 
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experience” to see the “clinical side of things” and to “work one on one with athletes and 
see them return.” Amy also spoke highly of her private preparatory school experience 
because she got to “see everything at one time” since her other experiences were “sport 
specific.” Brett also spoke of variety in his clinical assignments. He felt track was 
riddled with overuse injuries and athletes who would not comply with treatment plans, 
whereas football involved “so many hours and so many injuries,” and wrestling involved 
“totally different types of injuries.” A challenge for athletic training educators today 
amidst educational reform is to structure the educational program with the proper balance 
and integration of didactic, clinical, and field experiences for students. Part of structuring 
a student’s clinical education experience is to ensure that the student will be exposed to 
and participate in an array of injury situations. 
Participant’s revealed other issues that athletic training educators may need to 
examine with respect to the quality of the students’ clinical experiences. The issues 
raised pertain to the elimination of the ‘hours’ requirement and the classifying of clinical 
experiences as upper extremity, lower extremity, general medical, and equipment 
intensive. Amy was more aware of educational reform and how this was impacting the 
clinical education experience since she oversees athletic training students at a private 
preparatory school. Amy talked about the classification of clinical experiences, and her 
concern that the student’s experiences may become too specific. She spoke of an athletic 
training student she would have in the fall, and that she was instructed that the student 
only work with a particular team since the student would be meeting her lower extremity 
requirement while at private prep school. Amy cannot have the student “float” around to 
different teams and events as she may see fit. This does not fit the typical unstructured 
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craziness of the ATC’s daily routine in the traditional athletic training setting. This type 
of student assignment also prevents this athletic training student from experiencing the 
true preparatory school experience. Will this type of narrow student assignment limit the 
variety, breadth, and reality of the student’s clinical experience? And will it ultimately 
hinder this student’s professional readiness to enter the profession as an entry-level ATC? 
Amy also raises concern regarding the implementation of the new classification of 
clinical experiences, i.e. upper extremity, lower extremity, general medical, and 
equipment intensive. In the new clinical education structure, athletic training students are 
to be assigned to a clinical instructor, not to a team. However, in the above example that 
is exactly what happened. The incoming athletic training student was being directed to 
work with a specific team to fulfill her lower extremity clinical experience. 
Another concern regarding the elimination of the ‘hours’ requirement was a 
comment by Tim, who said that as a student he was conscious of needing hours and was 
willing to “volunteer to work those tournaments and stuff for the volleyball team or for 
the basketball [team] ...because you want to make sure you get the extra hours.” Will 
students be less willing to go above and beyond what is required to gain clinical 
experience with no ‘hours’ requirement? 
At the conclusion of the entry-level athletic training education process, students 
should be prepared in two categories — technical knowledge and fundamental knowledge. 
Currently, the measure of successful entry into the profession is passing all three parts of 
the exam, meaning that entry-level athletic training education programs have succeeded 
in preparing students for the technical knowledge expectations of them professionally. 
What about the students’ fundamental knowledge preparation? How is that measured? 
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Entry-Level ATC Experience - Fundamental Knowledge 
Review of participant transcripts revealed that the issues and concerns that 
challenged these entry-level professionals as they transitioned into the workplace were 
fundamental knowledge issues, not technical knowledge issues. The stories of their 
entry-level experiences centered about professional issues such as time management, 
relationships with co-workers, patients, coaches, and conflicts. 
Every participant, in discussing the transition to the work environment, spoke of 
the transition to complete independence and those experiences and feelings of “being on 
their own” and not “having that person looking and checking out everything they were 
doing.” Participants also spoke of being totally overwhelmed at first managing many 
different teams at once, and how they had to focus on their time management skills to 
survive. Three participants also discussed the difficulty of balancing other job 
responsibilities in addition to their athletic training responsibilities; i.e. oversight of a 
fitness center, teaching classes, and assisting in the health center. For the most part, 
these were transitional issues that resolved as the participants worked and established a 
routine and rapport with various personnel. 
Participants spent most of their time discussing the challenges and conflicts that 
they encountered as entry-level professionals with coaches, student-athletes, parents, 
physicians, and athletic administrators. Participants also spent much time discussing 
personnel dynamics of the athletic training staffs within which they worked, and various 
staff situations they had to navigate. Many times in describing their entiy-level work 
experiences, they would explain that they did not feel totally prepared. For example, 
Kyle spoke of his situation where the head athletic trainer and the other assistant athletic 
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trainer did not get along. He discussed the difficulty of handling this situation as an 
entry-level ATC. He felt his undergraduate experiences were in “really good 
environments” where “everyone got along real well.” So, “to go from where things were 
like picture perfect to things being not so great, it was a shock.” Kyle felt things were 
better his second year. Not that the problem relationship was any better, but that he felt 
more comfortable being in his situation. Heather also had a very difficult transition into 
the workplace filled with much conflict with her co-workers. She reflected on the 
“reality” of her undergraduate experience in light of her very difficult workplace 
experience. These are things that a professional preparation program needs to be 
preparing future graduates to deal with. Many of the issues discussed were situations that 
students would be exposed to in the clinical or field experience of their entry-level 
education experience. 
Entry-Level ATC Experience - Technical Knowledge 
When speaking of their current work experiences, participants discussed very 
little regarding their technical knowledge abilities and preparation. For the most part, 
participants were comfortable with their level of technical knowledge preparation as 
entry-level athletic trainers. Or it may have been that many of them felt as Brett did, that 
an entry-level program “can’t prepare you for everything,” that there is “on the job 
training,” and that they would be “life-long learners.” 
Learned in the Clinical Experience that Could not be Learned in the Classroom 
At the conclusion of the second interview, participants were asked to discuss what 
they felt they learned in the clinical experience that they could not have learned in the 
classroom experience. Participant responses had common themes: an understanding of 
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working with athletes; an understanding of the range of interactions an ATC has with a 
variety of personnel; dealing with the “pressures”; and how to integrate the “textbook” 
classroom information into the “practical” experiences of the athletic training room. 
Many participants’ responded very passionately to this question. One participant went as 
far as to say that the clinical experience was “almost more important than 
classes.. .almost.” Sharing the participant’s reflections of what was learned in the clinical 
experience that could not have been learned in the classroom experience provides athletic 
training educators valuable insight into what, from the perspective of recent employed 
graduates, should not be lost in the restructuring of the new clinical experience. Students 
need to have the opportunity in the clinical experience to “gain confidence,” “learn the 
psychology of the whole thing,” and to differentiate “practical situations versus textbook 
situations,” otherwise, where else will they acquire this vital information in their 
educational experience? 
The topics that participants discussed represent elements of fundamental 
knowledge. Fundamental knowledge is an essential component of professional 
preparation, and it needs to be an integral part of the curriculum. The elements of 
fundamental knowledge are best learned through clinical experiences, and these 
experiences need to continue to foster the development of fundamental knowledge in 
entry-level practitioners. One simply cannot simulate in the classroom or lab the 
important real life interactions that occur between athletes, coaches, sports staff, and 
athletic trainers during the clinical experience. This practical component has always been 
and must continue to be a strength and cornerstone to athletic training professional 
preparation. Students graduate with a true sense of the profession, and with vital 
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knowledge and experience beyond simulated classroom and laboratory experiences - 
knowledge that is not measured on the NATABOC exam, yet is essential to successful 
practice. As athletic training educators strive to find that optimal balance between 
didactic and clinical experiences, the thoughts of the participants of this study regarding 
what they learned in the clinical experience that they could not have learned in the 
classroom are insightful. The challenge is that while many of the thoughts are 
enlightening, they are not necessarily measurable and may not be valued at this time. 
Chapter Seven further investigates the four categories of fundamental knowledge, 
and pays particular attention to the question of how such learning occurs. 
197 
Table 1 
Summary of Fundamental Knowledge Learned 
Professional Values and Beliefs 
A belief and value toward collaboration and collegiality between peers and professionals. 
A belief in the importance of life-long learning for oneself and others. 
A belief in the importance of hardwork. 
Personal Attributes and Attitudes 
Self confidence and independence. 
Self-awareness, personal and professional limitations. 
Empathy and compassion for the injured individual. 
Reliability and responsibility. 
Commitment, dedication, and sacrifice. 
Skills and Behaviors 
Development of relationships with supervising ATC’s, peers, and other personnel. 
Appropriate and effective communication skill with a variety of personnel. 
Decision making skills, i.e. when to refer to physician, return to play. 
The ability to perceive and appropriately handle political situations. 
Quick thinking skills, i.e. facilitating emergency situations, game situation evaluations. 
Active-learning and critical thinking skills. 
The ability to earn and command respect. 
Teamwork skills. 
Socialization into the Profession 
Understanding of profession, roles, responsibilities. 
Development of professional identity. 
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Table 2 
Summary of Fundamental Knowledge Learning Experiences 
Mentoring relationships with supervising ATC’s. 
Formal evaluation experiences with supervising ATC’s or athletic training faculty. 
Receiving constructive criticism from respected mentors. 
Having a variety of supervisors, watching how they interact, make decisions, and communicate daily with 
student-athletes, physicians, and coaches. 
Clinical experiences involving the day-to-day care of student-athletes, i.e. being assigned to a teams care. 
Participation in student organizations, attendance at professional conferences, faculty-student functions. 
Being given increased clinical expectations and responsibilities. 
Experiences handling athletes who sustain serious injuries. 
Experiences traveling with teams. 
Developing the trust of supervisors, student-athletes, and coaches. 
Direct communication experiences with a variety of personnel. 
Experiences handling difficult coaches and parents. 
Independent learning experiences, ability to show they ‘know their stuff and are ‘in control’. 
Participation in a variety of clinical assignments, i.e. on-campus & off-campus, acute & chronic injury 
profile teams, Division I, II, and III. 
Having to justify their clinical decisions with evidence. 
Role-modeling from excellent and poor supervising ATC’s. 
Follow-up discussions with supervising ATC’s. 
Role playing experiences in classes. 
Experience improvising learned skills and abilities. 
Note. Fundamental knowledge learning experiences are presented in a summary format 
to avoid redundancy since many of the learning experiences overlap professional values, 
attributes, and behaviors. 
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Table 3 
Fundamental Knowledge Learned paired with Learning Experiences 
Fundamental Knowledge Learned 
Professional Values and Beliefs 
Collaboration and collegiality. 
Life-long learning. 
Work ethic, hardwork. 
Personal Attributes and Attitudes 
Self confidence and independence. 
Self-awareness, personal and 
professional limitations. 
Empathy and compassion. 
Reliability, responsibility, commitment, 
dedication, sacrifice. 
Learning Experiences 
Day-to-day care of student-athletes. 
Mentoring relationships with supervising ATC’s. 
Upper and lower level ATS working together. 
Mentoring relationships with supervising ATC’s. 
Attendance at professional events. 
Day-to-day care of student-athletes. 
Participation in a variety of clinical assignments. 
Increasing clinical responsibilities & accountability. 
Independent learning experiences. 
Feeling trusted and respected by supervising ATC. 
Feeling part of sports medicine staff. 
Formal evaluations with supervising ATC’s. 
Experiences traveling with teams. 
Having experience to prove oneself clinically. 
Independent learning experiences. 
Day-to-day care of students athletes. 
Experiences providing care to injured individuals. 
Day-to-day care of student-athletes. 
Day-to-day care of student-athletes. 
Participation in a variety of clinical assignments. 
Increasing clinical responsibilities & accountability. 
Independent learning experiences. 
Feeling part of sports medicine staff. 
Mentoring relationships with supervising ATC’s. 
Skills and Behaviors 
Development of relationships. 
Communication skills. 
Day-to-day care of student-athletes. 
Direct communication ATC’s & other personnel. 
Role modeling 
Day-to-day care of student-athletes. 
Direct communication ATC’s & other personnel. 
Experiences handling difficult coaches. 
Having a variety of clinical supervisors. 
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Skills and Behaviors continued 
Decision making skills. 
Quick thinking skills, active-learning and 
critical thinking skills. 
Ability to earn and command respect. 
Teamwork skills. 
Socialization into the Profession 
Profession, roles, responsibilities. 
Professional identity. 
Day-to-day care of student-athletes. 
Independent learning experiences. 
Role playing experiences in class. 
Improvising learned skills and abilities. 
Follow-up discussions with supervising ATC’s. 
Independent learning experiences. 
Justifying clinical decisions with evidence. 
Role playing experiences in classes. 
Improvising learned skills and abilities. 
Follow-up discussions with supervising ATC’s. 
Role modeling excellent and poor ATC’s. 
Independent learning experiences. 
Day-to-day care of student-athletes. 
Having opportunity to prove oneself clinically. 
Upper and lower level ATS working together. 
Mentoring relationships with supervising ATC’s. 
Day-to-day care of student-athletes. 
Variety of clinical experiences. 
Mentoring relationships with supervising ATC’s. 
Role modeling excellent and poor ATC’s. 
Formal evaluation experiences with ATC’s. 
Constructive criticism from respected ATC’s. 
Increasing clinical responsibilities and accountability. 
Day-to-day clinical assignments. 
Being treated as member of sports medicine staff. 
Mentoring relationships with ATC’s. 
Role modeling excellent and poor ATC’s. 
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CHAPTER 7 
THOUGHTS, DIRECTIONS, REFLECTIONS 
Introduction 
Chapter Seven further explores the findings of the cross-case analysis of 
fundamental knowledge learned. The Chapter particularly examines the question of how 
such learning occurs and explores existing literature related to the four categories of 
fundamental knowledge - professional values and beliefs, personal attributes and 
attitudes, skills and behaviors, and socialization into the profession. Implications of the 
research on current athletic training education reform efforts are discussed, as well as 
suggestions for future research of fundamental knowledge in athletic training professional 
preparation. Ultimately, this chapter seeks to provide insight into what was gained in 
fundamental knowledge during the “old” educational experience, to help ensure that 
positive outcomes are not lost in the transition to the “new.” Finally, just as the 
participants in this study were asked to reflect on meaning, at the conclusion of a research 
project the researcher must reflect on the whole of the research experience. This chapter 
includes such reflection. 
Thoughts and Directions 
This section of Chapter Seven reviews fundamental knowledge learned and how 
such knowledge was learned in each of the fundamental knowledge areas - professional 
values and beliefs, personal attributes and attitudes, skills and behaviors, and 
socialization into the profession. The findings in each area are then related to relevant 
literature, and the implications on entry-level athletic training education programs are 
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discussed. The ‘how’ fundamental knowledge was learned question is further explored 
and related to athletic training education literature in experiential learning theory. 
Professional Values and Beliefs 
The cross-case analysis presented and discussed in Chapter Six and presented in 
Table 1 revealed that participants of this study learned professional values and beliefs in 
their educational experience, such as a sense of collegiality and cooperation between 
peers and other professionals, a belief in the importance of hard work, and a respect for 
lifelong learning. Participants learned these professional values and beliefs through 
experiences such as mentoring relationships with supervising athletic trainers, attendance 
at professional events, participation in student clubs and organizations, and through 
intense involved day-to-day team assignments. 
The world of healthcare is constantly changing and will continue to change at a 
rapid pace in the future. It is essential that healthcare providers uphold their obligation to 
be life-long learners, and to continually collaborate with the necessary personnel in the 
delivery of healthcare services. Report II: Contemporary Issues in Medicine: Medical 
Informatics and Population Health, of the Medical School Objectives Project (MSOP-II), 
addresses the role of the physician as a life-long learner. 
Medical education is a life - (or at least career-) long process beginning with 
medical school, extending into residency, and continuing through years of 
medical practice. Support of life-long learning with information technology 
requires more than computer literacy. Other requirements include cognizance of 
the broad range of medical information resources available and thier relative 
value for particular needs, the know-how to use them, and the motivation to use 
them routinely. (MSOP-II, 1998, p. 5) 
In order “to provide a foundation for life-long learning” (p. 5), the report gives objectives 
that “the successful medical school graduate should be able to do” (p.5). While 
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participants in this study did develop an appreciation and respect for their role as lifelong 
learners, this is an area of fundamental knowledge and professional preparation that is not 
directly addressed in the formal curriculum of entry-level athletic training. If the 
assumption is made that participants in this study learned such an appreciation from their 
clinical education experiences, with the implementation of the current changes in clinical 
education, athletic training educators must ensure that the appreciation of such an 
important professional role continues to develop in future professionals. 
Personal Attributes and Attitudes 
Desirable personal attributes and attitudes may include humanism, compassion, 
altruism, empathy, honesty, integrity, accountability, trustworthiness, reliability, and 
responsibility. While analyzing participant interviews, many of the above mentioned 
personal attributes seemed evident as they discussed their experiences working with 
teams and completing their educational requirements. Participants developed these 
attributes through increased clinical expectations and responsibilities, team assignments 
involving day-to-day care, and an increased level of trust by their supervising athletic 
trainer. A question that remains is, can these desirable personal attributes and attitudes be 
taught or do entry-level educational programs need to accept candidates who already 
possess such desirable attributes and then further develop them? As Brett pointed out, 
I mean that just has to be the type of person you are. .. .1 think athletic trainers 
tend to be a certain type of person, like very multi- tasking, well rounded, 
problem solving skills all those type of things, good listeners. I mean I think that’s 
kind of typical of athletic trainers maybe, I don’t, I don’t know if it’s something 
that happens while you’re doing athletic training and you learn to do that or it’s 
something, you know which came first the chicken or the egg type of deal (laugh). 
Most likely in the application process for admission into the program, athletic 
training educators look for desirable characteristics in their applicants at some level. For 
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example, Tim told of how after he was accepted to the program, he met with the program 
director and was told he was accepted because he had a good interview, he was 
\ 
“personable” and they felt he “had what it would take” to be successful. 
Medical educators have attempted to define and measure desirable professional 
attributes of its members. In an attempt to define professional attributes, Rowley, 
Baldwin, Bay and Karpman (2000) examined professionalism and professional attributes 
in orthopaedics. During a consensus conference in Fall of 1998, the Academic 
Orthopaedic Society identified the attributes and qualities of professionalism as defined 
by its members. One hundred eighty-six respondents rated 20 characteristics describing 
professionalism, based on the extent to which they believed each item was appropriate. 
The five items receiving highest average ratings were: integrity, trustworthiness, 
responsibility, reliability, and accountability. The authors anticipate that their findings 
will be utilized by the Academic Orthopaedic Society in the evaluation of current 
residents and applicants to their programs. The authors conclude that, “an additional 
challenge will be to develop a values curriculum (formal curriculum) and a learning 
environment (informal curriculum) that will encourage residents and faculty to aspire to 
the highest in professional values and professional conduct” (p.90). 
Possibly more challenging than defining desirable attributes is the measurement 
of such attributes. Arnold et al, (1998) attempted to assess a scale that measures 
professional attitudes and behaviors associated with medical education and the residency 
training. While the authors felt their results were “an encouraging first step in the 
development of a scale that can measure components of professionalism” (p. 1121), they 
conclude that, “ultimately, the development of a short, reliable, and valid questionnaire 
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that assesses the medical environment where education, training, and patient care 
converge can be instrumental in gauging professional values, attitudes, and behaviors” 
(p.l 121). Carrothers, Gregory, & Gallagher, 2000 explored measuring the “emotional 
intelligence of medical school applicants” (p.456). Describing the need “that medical 
school curricula be modified to place more emphasis on the interpersonal dimension of 
medical practice and that medical schools admit applicants who show desirable 
interpersonal skills,” (p. 456) the authors devised an instrument to assess the emotional 
intelligence of applicants. “These skills include such qualities as empathy, compassion, 
and maturity” (p. 456). “One step in the direction of restoring the public trust might be to 
enhance or change admission criteria. In this article, we provide evidence for the ability 
of an instrument of emotional intelligence to measure those attributes that indicate 
desirable personal and interpersonal skills in medical school applicants” (p.462). 
The definition and assessment of desirable personal attributes of the certified 
athletic trainer is an area the profession of athletic training needs to examine as well. 
Once the profession has met considerable agreement as to the desirable professional 
attributes of the ATC, athletic training educators can begin to examine how to ensure 
entry-level ATC’s acquire and develop this component of fundamental knowledge during 
their educational experience. 
Skills and Behaviors 
The cross-case analysis presented in Chapter Six revealed that participants of this 
study learned the following professional skills and behaviors in their educational 
experience; interpersonal relations and communication skills, decision making skills, 
quick thinking skills, how to be an active learner, how to be part of a team, and how to 
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command and obtain respect. Some examples of how such learning occurred included 
experiences handling difficult coaches and parents, role-playing exercises in classes, role 
modeling from excellent and poor supervising ATC’s, having opportunities to prove 
oneself clinically, day-to-day team assignments, and mentoring relationships with ATC’s. 
The supervising certified athletic trainer plays a vital role in the development of 
desirable professional behaviors since they are overseeing the athletic training students 
integration of classroom knowledge and clinical application. “Successful, high quality 
athletic training clinical education rests squarely on the shoulders of professional 
personnel working with the students in a clinical environment” (Toburen, 2002, p. S- 
220). Laurent and Weidner (2001) investigated clinical instructors and athletic training 
students perceptions of helpful clinical instructor characteristics. The authors found that 
“modeling professional behavior was considered the most helpful subgroup of clinical 
instructor characteristics” (p. 58), and that “clinical instructors should model professional 
behavior to best facilitate student learning” (p. 58). 
Laurent and Weidner (2002) also studied the helpfulness of “clinical-education¬ 
setting standards” (p. S-249) in the professional preparation of entry-level certified 
athletic trainers. The authors identify twelve standards for clinical education settings in 
athletic training that are “suggestive of high-quality clinical-education settings by 
educators, clinical instructors, students, and employed, entry-level certified athletic 
trainers” (p.S-253). The standards, which the authors suggest should be used by athletic 
training educators when establishing clinical education experiences for students, 
consider, (1) the learning environment, (2) program planning, (3) learning experiences, 
(4) ethical standards, (5) administrative support, (6) effective communication, (7) staff 
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number, (8) setting coordinator of clinical education, (9) clinical instructor selection, (10) 
principles of teaching and learning, (11) professional associations, and (11) adequate 
space. Laurent and Weidner (2002) conclude that these standards are helpful in 
providing quality clinical education experiences and should be applied to all clinical 
settings for the athletic training student. 
A successful clinical education experience is vital to a student’s development of 
fundamental knowledge. Two essential components to a successful experience for the 
athletic training student are a quality supervisor, and a quality setting. The 
implementation of the approved clinical instructor program should help to ensure quality 
supervision, while the use of such a system as Laurent and Weidner’s ‘standards,’ may 
help to ensure that all clinical experiences are quality learning experiences. 
Socialization into the Profession 
The cross-case analysis presented in Chapter Six revealed that participants of this 
study gained an understanding of the profession and their roles and responsibilities, as 
well as developed a professional identity. Predominantly these learning experiences 
resulted as part of the clinical education experience, which serves an important role in the 
personal development and socialization of athletic training students into the profession. 
Participants’ perception of the importance of the clinical experience to forming a 
professional identity for them was consistent with the findings of a study by Laurent and 
Weidner (2001). They compared the perceptions of athletic training students and clinical 
instructors regarding helpful clinical instructor characteristics. The authors found that 
“modeling professional behavior was considered the most helpful subgroup of clinical 
instructor characteristics” (p.58), and concluded that, “clinical instructors should model 
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professional behavior to best facilitate students’ learning” (p.58). Exactly what 
“professional behavior” is was not defined or explained in their study. Hafferty and 
Franks (1994) also discuss the importance of the educational experience in forming a 
professional identity in medical education. They discuss medical education as a 
“socialization process” in that “medical training is not just about the acquisition of new 
knowledge and skills, it is about the acquisition of a physician identity and character” 
(Hafferty & Franks, 1994, p.865). 
The socialization of athletic training students into the profession needs to be an 
important part of the educational process. Many athletic training students may graduate 
and immediately begin to work on their own, with absolutely no supervision and no role 
models or mentors. Socialization into the profession must be a part of the entry-level 
education experience. Feldman (1983), in discussing organizational behavior, presents a 
socialization process that new members of a profession go through. His picture of how 
new organization members are socialized involves four distinct processes; (1) the 
development of work skills and abilities, (2) the acquisition of appropriate role behaviors, 
(3) the adjustment to the work group and its norms, and (4) the learning of organizational 
values. Applying Feldman’s process of socialization to the educational experience of 
athletic trainers, with the exception of the development of work skills and abilities, which 
would be acquired in the classroom and the clinical experience, the other three processes 
would be achieved almost exclusively in the clinical education experience. This 
reiterates the importance of the clinical education experience in the socialization of 
athletic training students, and in the dissemination of fundamental knowledge. 
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Athletic training educators have recently begun to study the socialization process 
of athletic trainers “to guide athletic training education and professional development” 
(Pitney, Ilsley & Rintala, 2002, p. 63). Pitney (2002) studied the professional 
socialization experiences of certified athletic trainers working in the high school setting. 
Pitney, Ilsley & Rintala (2002) conducted a qualitative study to explore the professional 
socialization process of certified athletic trainers in NCAA Division I athletic programs. 
Pitney et al., determined that the socialization of ATC’s occurred in a 5-phase sequence; 
(1) envisioning the role, (2) formal preparation, (3) organizational entry, (4) role 
evolution, and (5) gaining stability. The authors reported that participants indicated 
“their formal education was inadequate” (p.66), they consistently identified a lack of 
formal induction processes as they transitioned into their new professional roles, and 
“they often went to previous mentors for guidance and help” (p.66). Pitney et al. (2002), 
conclude that, “the profession of athletic training has devoted significant effort to 
reforming undergraduate athletic training education, but the professional socialization 
process in athletic training education programs has been a neglected research area” 
(p.68). 
Professional socialization serves as a driving influence that has a profound impact 
on one’s professional development. It is also primarily involved with the growth 
and change of one’s thoughts, feelings, attitudes, purpose, and spirit as a 
professional. (Pitney et al., 2002, p.63) 
All participants in this study had prior socialization into the arena of sport, as 
athletes themselves or by family involvement. These experiences had an impact on their 
decision to pursue athletic training as a career. Participants experienced anticipatory 
socialization, which “occurs when people are able to anticipate what it would be like as a 
member of a particular group or occupation to which they do not yet belong” (Pitney et 
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al., 2002, p. 68). Just as in this study, the authors found that “with respect to selecting 
athletic training as a career, participants.. .identified with and were influenced by the 
culture of sport” (p.68). “Socialization through sport can also nurture one’s choice of 
career related to sport,” (Pitney et al, 2002, p. 68) which in fact was the case with the 
participants of this study. 
Clinical education plays an instrumental role in the socialization of entry-level 
athletic trainers into the profession, an aspect of fundamental knowledge participants of 
this study struggled with in their first job experience. Athletic training educators need to 
ensure that students have ample opportunity to connect and establish relationships with 
supervising ATC’s. As Pitney et al. (2002) found these relationships continue to play an 
important role to the student as they negotiate their first job. 
Many of the participants reported contacting previous mentors for advice about 
how to handle challenging situations in their new work environment. Such advice 
from these mentors helped them to gather themselves and move toward 
confronting the challenges faced in their work environment. (Pitney et al., 2002, 
p. 68) 
The implementation of the approved clinical instructors program will help ensure quality 
supervisors for students. This is important since these relationships will play an integral 
role in the student’s achievement of an appropriate identity and character as an entry- 
level ATC and the process of socialization into the profession. Pitney et al. (2002) 
suggest that “because practitioners are ultimately expected to function independently in a 
work environment, perhaps more attention should be given to progressing student athletic 
trainers from a more dependent clinical education environment to a more independent 
field experience environment” (p. 68). The bottom line - the clinical education 
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experience needs to prepare entry-level professionals for their first job experience. How 
this is to be achieved is a suggested area of future research. 
The Learning of Fundamental Knowledge - How is it learned? 
In discussing the question of can professional values be taught, Rowley, et al. 
(2000) states that. 
Indeed, the long-held view of many teachers is that values must be caught, not 
taught. Such a formulation requires that there be examples from which 
professionals can learn, or role models after whom aspiring professionals can 
model themselves. It seems evident that such learning or modeling is best 
accomplished in real-life situations, where values, attitudes, and behaviors come 
together in an environment of affective learning, (p. 110) 
The 800 hours of clinical experience had provided the opportunity for such real- 
life situations. Athletic training educators must ensure that students continue to have 
ample opportunity to learn from appropriate role models. All of the participants in this 
study discussed their supervising athletic trainers as role models and mentors. Heather 
even discussed wanting to take a piece of each and incorporate it into who she would be 
as an athletic trainer. After examining professionalism and medical residency training, 
Rowley et al., (2000) suggest that correct moral attitudes and behaviors are learned by 
example and daily interaction with role models and by discussion of value-laden and 
morally problematic issues. “For this to occur, a curriculum is needed that matches 
actual values (informal curriculum) with recommended values (formal curriculum) and 
teachers worthy of the challenge” (p. 113). 
Stem (1998) examined when and where professional values were taught in the 
curriculum process. To measure the quantities of teaching in various settings, events 
were divided into formal and informal learning experiences. 
212 
The “formal” corresponds to any time of the day during which a structured 
curricular element is taking place (e.g., lectures, attending rounds, morning 
report). “Informal” settings are what remain of the time spent in the hospital. 
These times are filled with teams sitting in conference rooms, walking down halls, 
eating meals, and having conversations with other students, physicians, or 
ancillary personnel. ...Formal and informal settings are delineated by the fact 
that one is scheduled and organized, while the other is not. (Stem, 1998, p.S28) 
Stem concludes that professionalism is most often taught in the informal settings - late in 
the evening and on call, when attending physicians are not likely to be present. “The 
informal curriculum serves a function in medical education - it provides time for 
residents and students to reflect on and discuss the nature of their work, and for the 
process of professionalism to occur” (p. S30). 
Pitney (2002) also discusses the role of informal learning experiences in his study 
of the professional socialization of athletic trainers. “Informal learning is critical to the 
professional socialization process of ATC’s working in the high school setting” (Pitney, 
2002, p. 291). 
Athletic training preservice education has thoroughly emphasized the necessity of 
addressing content, competence, and clinical proficiency. This study, however, 
identifies the necessity of fostering reflective practitioners who are self-directed 
and self-evaluative to fully prepare them as informal learners. Educators can 
enhance these aspects by using reflective journals, individualized learning plans, 
and formalized student self-evaluations. Although these characteristics may be 
approached in some programs and curriculums, given their importance to 
professional development, consideration must be given to making these goals 
explicit during undergraduate athletic training education. (Pitney, 2002, p.291) 
In their study of professional socialization of certified athletic trainers, Pitney et 
al., (2002), also refer to informal learning experiences and offer suggestions to entry- 
level athletic training educators to better prepare students for entry into the profession. 
These learning experiences during the organizational entry period were informal 
in nature. Thus, undergraduate student athletic trainers may be well served if they 
are educated about the initial entry into a professional role and how to better use 
informal learning situations during their initial socializing events. As such, 
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facilitating self-directed learning among undergraduate students can potentially 
better prepare them for the independent learning required in the workplace. If 
practitioners are learning through trail and error, then facilitating reflective 
practice with undergraduate and graduate-level students becomes paramount. 
(Pitney et al., 2002, p. 69) 
Harrelson and Leaver-Dunn (2002) suggest the use of experiential learning as a 
“pathway to shift from teacher-centered to student-centered instruction” (p. 23). 
“Experiential learning is a planned experience in which the primary focus is to learn and 
for which the student takes responsibility. After a period of reflection and cognitive 
processing of the experience, the learner draws conclusions and forms guidelines that can 
be used for the next similar experience” (p. 23). The process involves frequent reflection 
and interaction with the supervising athletic trainer. Experiential learning “takes the 
student from the role of a passive learner (being told) to that of an inquiring thinker. 
Experiential learning shifts the responsibility for learning from the Cl [clinical instructor] 
to the student and results in a process that is more active/reflective” (Harrelson & Leaver- 
Dunn, 2002, p.24). The experiential learning approach to clinical education may help 
better prepare students for the independent learning that is required in the workplace 
suggested by Pitney et al. above. 
The new system of clinical education will provide higher quality instructors, but 
will the new system of clinical education reduce the opportunities for informal learning 
as described above by Stem, Pitney et al., and Pitney, as well as the opportunity for 
experiential learning as described by Harrelson & Leaver-Dunn? The old 800 hours of 
clinical education experience typically took place over the course of 2-3 years with 
multiple experiences working with teams and certified athletic trainers. The new clinical 
education program only requires one year of supervision by a certified athletic trainer, 
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and it is not stipulated how frequent the student’s experience needs to be during that year, 
i.e. do they go to practice everyday, every other day, two hours a day? These are the 
types of decisions that athletic training educators have the flexibility to make in 
implementing the new clinical education program. 
The elimination of the hours requirement, and the subsequent changes in clinical 
education, i.e. only one year direct supervision of an ATC, potentially could have a 
detrimental effect on the dissemination of fundamental knowledge. Based on the 
accounts of the participants of this study, the fundamental knowledge they learned was 
predominantly a result of fulfilling their ‘hours’ requirement, i.e. their team assignments 
carried out on a day-to-day basis with increasing clinical responsibilities as they 
progressed through the program over a period of two to three years. 
The participants in this study struggled with fundamental knowledge issues as 
they transitioned into their work experiences. This finding supports the need for more of 
an understanding of what entry-level professionals need to know in regards to 
fundamental knowledge for a more successful transition into the work environment. 
Interestingly, much of what participants portray in their discussions of first job 
experiences is very common in organizational behavior literature for all employees in 
new positions (Bolman & Deal, 1991; Schein, 1983; Wanous, 1983). As Shein (1983) 
explains, “entry into the organization is, from the individual’s point of view, a process of 
breaking in and joining up, of learning the ropes, of figuring out how to get along and 
how to make it” (p. 138). He breaks down this process into three stages including entry 
into the position, socialization into the organization, and then finally acceptance. 
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Participants of this study discussed similar processes as they transitioned into 
their entry-level jobs, as well as some others issues that may be specific to the work of 
the certified athletic trainer. Such issues include struggles and challenges of 
communication with coaches, athletes and parents; time management; making decisions 
on their own for the first time; and developing relationships with co-workers. 
Professional preparation programs need to address fundamental knowledge issues that 
entry-level professionals are struggling with to better prepare them for the transition into 
the work environment. As Wanous (1983) states, “the entry of new personnel is an 
important event for both the individual and the organization, because an ineffective 
matching is costly to both” (p.159). Graduates need to be as prepared as possible when 
they enter the workplace - in technical knowledge and in fundamental knowledge. 
Final Thoughts 
Due to the increasing roles and workplaces of the certified athletic trainer, there 
has been a long anticipated need to expand and clearly define technical knowledge and 
skill expectations of entry-level ATEP graduates. However, as the participants in this 
study have made evident, they felt prepared with their technical knowledge skills and 
abilities as entry-level athletic trainers, and they clearly understood and accepted that an 
entry-level program would not prepare them for everything. They would need to 
continue to learn as they worked in the profession. As one participant commented, “I 
mean there’s a lot to be expected of you that you just don’t know, you don’t learn it in, in 
the curriculum program. It’s on the job.” 
The entry-level professionals in this study struggled more with fundamental 
knowledge issues rather than technical knowledge issues as they transitioned into the 
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workplace. This is an interesting observation since educational reform efforts have 
focused on the technical knowledge preparation of program graduates. This study, as 
well as the studies by Pitney et al. (2002) and Pitney (2002), would support the need for a 
focus on the development of fundamental knowledge to better prepare entry-level 
professionals for their entry and transition into the workplace. 
Interestingly, two studies in athletic training education examined the relationship 
between the number of clinical hours students completed and their success on the 
NATABOC exam — a test of technical knowledge. Both studies concluded that there was 
no relationship between the number of clinical hours obtained and success on the 
NATABOC exam (Middlemas, Manning, Gazzillo, & Young, 2001; Turocy, Comfort, 
Perrin, & Geick, 2000). Middlemas et al., suggest the need for “continued research 
focusing on identification and investigation of the constructs that contribute to 
examination success” (p. 136). Turocy et al. (2000), suggest that further research is 
needed “to determine whether the completion of the clinical experience requirements has 
any measurable impact on students’ outcomes on the national examination” (p. 75). It is 
time for the profession to stop and think about the goals of professional preparation, and 
specifically the role of clinical education in obtaining those goals. Is the goal of entry- 
level athletic training professional preparation to prepare students for an exam, or for the 
successful entry and practice of a profession? 
With the recent expansion and coordination of three documents, the Standards 
and Guidelines, the Educational Competencies, and the Role Delineation Study, the 
curriculum blueprint for athletic training education programs has been set. Fundamental 
knowledge expectations of program graduates are not directly addressed and presented in 
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any of these documents. Buried within the affective domain of the Educational 
Competencies document are some fundamental knowledge expectations. Even the 
NATA’s Code of Ethics is a very broad general statement that serves “to make the 
membership aware of the principles of ethical behavior.” This document does not 
directly address fundamental knowledge of individual certified athletic trainers. This 
study supports the need for a clearly articulated document that addresses the fundamental 
knowledge expectations of program graduates. The athletic training profession would 
benefit from a document that sets forth fundamental knowledge expectations of the 
certified athletic trainer, similar to existing documents in the medical profession, i.e. the 
AAMC’s MSOP, and the Board of Internal Medicine’s Project Professionalism. Such a 
document would set a clear standard of fundamental knowledge expectations of all in the 
profession that athletic training students would interface with during the clinical 
education experience; the place where fundamental knowledge is truly learned and 
developed in the educational process. Such a document would guide athletic training 
educators during the entry-level education process in ‘the formation of a new intellectual 
orientation and the molding of a student’s character, personality, and outlook.’ The 
measurement of successful preparation of entry-level professionals needs to involve more 
than successful completion of the NATABOC exam. 
Significance and Limitations of Study 
This study is significant in its attempt to take a very broad conceptual topic of 
fundamental knowledge, and define and categorize its components into four categories: 
professional values and beliefs; personal attributes and attitudes; skills and behaviors; and 
socialization into the profession. This has all been done in an attempt to present and 
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define what needs to be part of the educational process in a professional preparation 
program other than the delivery of technical knowledge and skill. This study is 
significant in that it serves to enlighten and inform the athletic training profession, 
athletic training educators, and clinical instructors about fundamental knowledge learned 
in the entry-level educational experience, and how such learning occurs. To date there 
exists very little research examining fundamental knowledge in athletic training 
professional preparation. 
This research is also significant to the body of athletic training education literature 
in its use of qualitative research methods, a method of research that is currently 
underutilized in the examination of athletic training education. 
This study is significant in that it identifies the need for a focus on the 
fundamental knowledge needs of entry-level professionals, as well as technical 
knowledge needs. Participants in this study felt unprepared for fundamental knowledge 
issues when entering the workplace, and most participants identify the clinical experience 
as having the potential to provide this knowledge. This study also provides insight into 
how fundamental knowledge was learned in the old clinical education structure, which is 
useful as educators are structuring clinical education experiences within the new clinical 
education structures, i.e what may be lost by students not having experiences with 
multiple teams. The study also identifies the importance of assigning students based on 
their learning, not institutional need. 
A limitation of this study is the subjective nature of the qualitative research 
process. While participants’ perspectives of the educational experience have been 
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presented, ultimately what has been presented is the researcher’s interpretation of those 
stories. 
Participants of this study also present limitations. Just as the researcher has 
opinions and bias, so too may the participants of the study. Participants also present 
limitations in that it isn’t always clear whether skills they learned were learned in clinical 
experiences or on the job. The nature of reflective thinking and interpretation of past 
events presents limitations. 
Another limitation of this study is its use of a small demographically similar 
sample size. The experiences of six entry-level professionals surely cannot represent the 
experiences of the greater profession, but it can provide valuable insight into fundamental 
knowledge and entry-level athletic training professional preparation. 
Suggestions for Future Research 
As athletic training educators begin to explore fundamental knowledge in entry- 
level athletic training professional preparation, a close examination of medical education 
literature, as well as other allied health care professions, would be a prudent first step. In 
recent years, medical educators have spent considerable time and energy defining, 
implementing and searching for instruments to assess the professionalism of its program 
graduates. The following are suggestions for future research in the area of fundamental 
knowledge in athletic training. 
Development 
The development of a document clearly articulating fundamental knowledge 
expectations of entry-level program graduates, a document similar to the AAMC’s MSOP 
and the ABIM’s Project Professionalism. Currently, any existing professional 
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knowledge expectations are buried within other existing documents, i.e. the Standards 
and Guidelines, the Competencies, the Role Delineation Study, and the NAT A Code of 
Ethics. 
Assessment 
Development of instruments for the measurement of fundamental knowledge. 
This may involve the utilization of qualitative and quantitative research methods. 
Medical educators have grappled with this issue as well, and as Arnold (2002) concluded, 
“no single method exists for the reliable and valid evaluation of professional behavior” 
(p.504). 
Integration 
Fundamental knowledge expectations of entry-level professionals need to be 
integrated into CAAHEP Standards and Guidelines to ensure that entry-level educational 
programs actively engage in the development and assessment of fundamental knowledge 
expectations set forth. 
Communication 
It is essential that fundamental knowledge expectations be shared with all 
involved in the students’ educational experience: faculty members; clinical instructors; 
education and athletic administrators; team physicians; as well as coaches and other 
clinicians students will work with in the clinical setting. The recently implemented 
approved clinical instructor process may ensure that supervising ATC’s are aware of 
fundamental knowledge expectations of athletic training students, however others 
involved in the educational experience also need to be educated. 
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Communicating fundamental knowledge expectations to all involved in the 
athletic training students’ educational experience serves two purposes. The first is to 
educate others regarding the anticipated professional behavior of student athletic trainers. 
The second is to set a standard of what the students will expect from the professionals 
around them. As Whitcomb (2002) explains in discussing medical education, “deans and 
faculties must pay attention to the ways they promote professionalism among their 
students” (p.473). 
In this regard, it is clear that the development of professionalism depends first and 
foremost on what students observe and experience as they go about their daily 
activities in the hospital, in the clinics, and in practicing physicians’ offices. The 
kinds of experiences that they have in the clinical environment, particularly their 
interactions with faculty, will determine to a great degree how their professional 
attitudes and behaviors are shaped. (Whitcomb, 2002, p. 473) 
Whitcomb continues that because of this, one of the major challenges facing the medical 
education community “is to make certain that the attitudes and behaviors that characterize 
medical professionalism are manifested on a regular and consistent basis in the clinical 
environments in which medicine is practiced and learned” (p.473). 
As the profession progresses with educational reform efforts and the restructuring 
of the clinical education experience, the needs of both the profession and graduating 
students need to stay in the forefront of curriculum and instructional planning. 
Educational reform is addressing the needs of the profession with expanded and standard 
technical knowledge and skills for all entry-level professionals. Based on the experiences 
of the participants in this study, entry-level athletic trainers need better professional 
preparation in order to more fully understand the fundamental knowledge aspects of the 
profession. 
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Entry-level education programs need to equip entering professionals with the 
necessary technical knowledge and skills to be successful in their workplace endeavors. 
Entry-level education programs also need to equip entering professionals with the 
necessary fundamental knowledge and skills to be successful in their workplace 
endeavors. Both technical knowledge and fundamental knowledge need to be fostered 
and developed in entry-level education programs. The importance, balance, and existence 
of both technical knowledge and fundamental knowledge in athletic training professional 
preparation might best be summed up by quoting from the American Board of Internal 
Medicine’s Project Professionalism. 
Competence as an internist comprises not only medical knowledge, clinical 
judgment, and clinical skills including proficiency in performing certain 
procedures, but also the professional attitudes and behaviors which are the 
foundation for success as a physician. While knowledge and technical skills are 
important, how they are used is more important. (ABIM Project Professionalism, 
1995, p.5) 
It is essential that the professional preparation of certified athletic trainers involve 
technical knowledge acquisition, as well as fundamental knowledge acquisition to ensure 
the success of entry-level professionals. Put simply, the profession needs smart people, 
but also just plain good people as well. 
Reflections on the Dissertation Experience 
In discussing his entry into the profession, one of the participants in the study 
talked about how he felt prepared and knowledgeable until he graduated and began 
working. 
Just when you think you know a lot, I realized that you don’t know anything 
(laugh)... So, I had a good amount of confidence coming out of there that got 
shattered (laugh) at a few points. 
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That is about how I feel. I have just scratched the surface of a component to athletic 
training professional preparation that needs to be further explored and developed. The 
exploration must include an examination of other professional disciplines that are also 
developing clarity in fundamental knowledge expectations of their professionals. Possibly 
this is how many feel at the end of a long journey - enlightened by the ground traveled, 
yet overwhelmed by the paths yet to travel. 
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